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GUEST EDITORIAL 


Streptomycin in the Treatment of Tuberculosis 

ANY of the drugs proposed in the past for the treatment of tuberculosis have 

been useless because of the high toxicity to the body tissues. Many of these 
drugs could be used to kill micro-organisms if they did not also destroy the host. 
Streptomycin is the first of a multitude of drugs that has definite therapeutic ability 
without great toxicity. The number of patients now treated with streptomycin is 
large enough to draw definite conclusions and it should be stated in the beginning that 
not all cases are suitable for therapy with streptomycin. In practically no instance 
should the time honored therapeutic measures of rest, fresh air, high caloric diet and 
surgery be abandoned in favor of streptomycin. On the other hand, in practically all 
tuberculosis streptomycin may be used as a supplementary treatment to the above. 

Generally speaking, the acute exudative pulmonary lesions and the complications 
of tuberculosis, such as tracheobronchial, laryngeal, cutaneous, sinuses, fistulae. 
miliary, meningeal, bone and joint, and lesions of the skin and eve respond well t 
treatment. 

In the field of surgery, streptomycin has made possible delinitive surgery on a great 
many patients previously thought to be inoperable and has permitted the surgeon to 
remove tuberculous lesions by excisions of a portion or a whole lung with impunity. 

The drug is not without harmful effects. The original dose of 1.8 grams of strepto- 
mycin daily intramuscularly every four hours, day and night, for 120 days was clini- 
cally satisfactory; however, evidence of toxicity, such as dermatitis, nausea and 
vomiting, vertigo, jaundice, and vestibular damage were noted in something like 10% 
of all cases. The dose was reduced to one gram a day for 120 days and seemed to be 
as effective as the former dosage. The drug has since been further reduced to one- 
half gram for 42 and 60 days. Clinical improvement is usually noted within the first 
2 to 3 weeks of treatment. Changes on the x-ray film may be seen later—as much as 
60 to 90 days. Constitutional symptoms are relieved and a sense cf well-being is 
noted in most patients early in the treatment. The most spectacular results are seen 
in laryngeal involvement. Usually by the second or third dose, patients’ laryngea! 
symptoms, including painful and difficult swallowing, have been relieved. 

One of the serious drawbacks to the use of streptomycin has been the production of 
drug resistance. This happens with sufficient frequency and administration of strep- 
tomycin should be avoided when other effective treatments are available. 

The development of dihydrostreptomycin has given us a drug with marked reduc- 
tion in the neurotoxic action without in any way sacrificing the antimicrobial efficacy. 
This drug may be used in larger doses and over longer periods of time without pro- 
ducing resistant organisms or causing toxic symptoms. Dihydrostreptomycin is usually 
well tolerated by patients who are hypersensitive to streptomycin. Vestibular dys- 
function is also more infrequent and less marked than is seen with streptomycin. It 
may also be administered to some patients who are markedly allergic to streptomycin 
and no cases have been observed in which eosinophilia developed. The only un- 
favorable action of this preparation is slightly more irritation of the tissues at the 
sight of the injection. Intrathecal injection of dihydrostreptomycin is not recom- 
mended for the treatment of meningitis unless a less irritant form of the drug can 
be used. E. C. Harper, M.D. 


Epiror’s Nore. Dr. Harper is connected with the Department of Medicine and Surgery of the 
Veterans Administration, Richmond, Virginia. 
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MEDICAL CARE 


Panel Discussion* 
MoperaTor H. B. MULHOLLAND, M.D., 
Charlottesville, Virginia. 


In this troubled world today we physicians, too, 
have many problems. For this reason we decided 
that we would have presented to you some of the 
problems that confront us. The most important ones 
are those which are concerned with medical care, 
its extension, and all of its implications. We have 
tried to select for you individuals who are experts 
in particular phases of this problem of medical care 
and to present to you some of the things that we 
think you ought to know, and at the end of the three 
discussions we will try to have a short period for 
questions and answers. 

The first speaker on this panel is one who needs 
no introduction to Virginia physicians. He is one 
who for many years has given unstintedly of his time 
and effort to help solve some of the problems of 
medical care. He is a past president of the Medical 
Society of Virginia, and he now holds one of the 
highest positions in American medicine today, so 


we have asked Dr. Walter B. Martin, of Norfolk, 
Virginia, to open this discussion by talking to you 
about the American Medical Association’s respon- 
sibility in the problem of medical care. 

The second speaker, Dr. Franklin Smith Crockett 
of Lafayette, Indiana, has been concerned par- 
ticularly with the problems of rural medical care. 
He was one of those instrumental in the formation 
of the Rural Health Committee of the American 
Medical Association, and he has won the confidence 
of the farm groups. He also has done excellent work 
both in going into their problems and in trying to 
build up a medical committee to solve some of them. 

The last speaker also comes from Indiana. Mr. 
Tom Hendricks has been secretary of the Indiana 
State Medical Association and also a state senator 
in Indiana. Now he is the very efficient secretary of 
the Council on Medical Service of the American 
Medical Association. 


The American Medical Association’s Responsibility in the Problem of Medical Care 


WALTER B. Martin, M.D., 
Norfolk, Virginia. 


The problem of making a good quality of medi- 
cal care available to all the people of this country 
is the most pressing one now facing our profession. 
As the principal custodians of medical knowledge, 
it has long been our responsibility. Our interest is 
two-fold. Not only is it our duty to exert our best 
efforts to this end for the benefit of the public, but 
the very integrity of our profession and the quality 
of medicine, present and future, depend upon a 
proper solution of this problem. A system based on 
political considerations or promoted by the ignorant 
or the venial can only result in harm to the public 
and disaster to medicine. 

The responsibility for leadership rests primarily 
with the medical profession, acting through its or- 
ganized bodies, local, state and national. I have 
placed local organizations first, since I am _ per- 


*Presented at the annual meeting of the Medical So- 
ciety of Virginia held in Richmond, October 18, 1948. 


suaded that although the national organization has 
grave responsibilities, the problem can only be 
solved by aroused and informed local organizations. 


There are certain limitations on the powers of 
the national organization. The American Medical 
Association is a federation of autonomous state as- 
sociations. Its governing and policy-making body 
is its House of Delegates, made up of representa- 
tives from the several states, chosen on a propor- 
tionate basis. By its constitution, the powers of its 
Board of Trustees and its general officers are lim- 
ited to those delegated to them by the House of 
Delegates. In Article II of its constitution, the fol- 
lowing statement is made: “The objects of the As- 
sociation are to promote the science and art of 
medicine, and the betterment of the public health.” 
In this last phrase resides the authority and com- 
pulsion for action on the part of the American 


| May, 














1949] 


Medical Association in the field of medical care. 


[he American Medical Association, considering the 
problem of the nation’s health, has outlined ten 
points considered to be of especial importance. 
Time will not permit a detailed enumeration and 
evaluation of these ten essential points. The Jour- 
nal of the American Medical Association, January 
24, 1948, reviewed them in some detail and out- 
lined the progress that has been made in carrying 
out this program. This program reveals the basic 
philosophy that guides the American Medical As- 
sociation in its approach to the problem of medical 
care. It is true, however, that this statement of 
policy is of little value unless put into action in a 
practical way. 

In 1943, the Council on Medical Service of the 
American Medical Association was brought into 
being: by action of the House of Delegates. Since 
then, this Council has acted vigorously in the field 
of medical care. It has concerned itself particularly 
with the problem of medical care in the following 
specific fields: 

1. The organization of the Washington Office in 
charge of Dr. Joseph Lawrence. This office was pro- 
jected as a “listening post” and as a bureau of in- 
formation. It has functioned as a source of infor- 
mation for the benefit of the profession. Through it 
timely advice has been furnished us as to proposed 
legislation affecting the medical welfare of the 
American people. It has also provided accurate fac- 
tual data to members of Congress bearing on medi- 
cal matters. 

2. Extension of medical facilities in the form of 
hospitals, health centers, and diagnostic centers. 

3. Methods of financing medical and hospital 
care, particularly in reference to the development of 
prepayment plan for hospital and medical service. 

4. The problem of proper medical and hospital 
care for the veterans with service-connected disa- 
bility, with particular reference to the development 
of means of caring for the veteran in his own com- 
munity. 

5. The problem of medical care for organized 
industrial groups. 

6. The care of the indigent. 

7. Formation of local health councils. 

The Committee on Rural Health, acting directly 
under the Board of Trustees 6f the American Medi- 
cal Association, has made extensive studies in the 
field of rural health. It has acted in cooperation 
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with various farm groups to work out detailed plans 
for improving medical care for rural dwellers. 

It is evident that these several divisions of medi- 
cal care are closely interrelated and that they can- 
not be considered separately. The extension of 
physical facilities in the form of hospitals and 
health and diagnostic centers is of primary impor- 
tance. Such an extension of facilities, however, can- 
not move forward more rapidly than the training 
of technical personnel to man them. It is probable 
that the extension of facilities in the smaller areas 
may, to a large extent, solve the pressing problem 
of rural medical care. Many physicians will avail 
themselves of the advantages of small town and 
rural practice if adequate facilities are available. 

The American Medical Association has sup- 
ported the principle of the Hill Burton Act. It has 
urged the extension of a program of hospital and 
health-center construction to meet demonstrated 
needs. It has insisted that such facilities should be 
under local control and that they should fit into a 
well ordered plan for meeting the real medical needs 
of the people. 

Next to the provision of adequate facilities in 
importance is the development of proper methods of 
financing medical and hospital care. Rapid prog- 
ress has been made in this field through extension 
of Blue Cross and Blue Shield. At the present 
time, over thirty million people are covered by 
Blue Cross, and approximately ten million by Blue 
Shield. In addition to this it is estimated that forty 
million people in the United States carry some form 
of medical or hospital coverage in various commer- 
cial insurance organizations. 

The Council on Medical Service fostered the 
Association of Medical Care plans with the purpose 
of providing an agency that could act as a trade 
organization in the extension of medical service 
plans. The A.M.C.P. was expected to coordinate 
the activities of the various plans, to act as a clear- 
ing house of information, to collect actuarial data, 
to aid in the extension of existing plans and in the 
formation of new plans. The Council on Medical 
Service and the House of Delegates of the A.M.A. 
have not yet approved the creation of a national 
insurance company as now proposed by the Asso- 
ciated Blue Cross and Blue Shield. 

There are, at the present time, approximately 
eighteen million veterans in the United States. The 
American Medical Association has urged the further 
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extension of plans for the home-town care of the 
veteran entitled to governmental aid. It opposes an 
extensive hospital-building program, under the Vet- 
erans’ Bureau, and urges the development of a co- 
ordinated hospital system that would serve all the 
people of the country. It feels that with the devel- 
opment of proper facilities it would be possible to 
take care of most of the veteran’s needs in his home 
town, or in a civilian hospital not greatly removed. 
The fact that only 15% of the beds in veteran 
facilities are occupied by veterans with service- 
connected disabilities indicates that a house-clean- 
ing in Washington is decidedly more needed than 
further veteran-hospital construction. 

The problem of medical care for organized in- 
dustrial groups has been brought to the forefront, 
with particular reference to the funds made avail- 
able to the United Mine Workers by the twenty cents 
tax on each ton of coal produced. The success of 
the United Mine Workers in obtaining such a levy 
has stimulated efforts on the part of other large in- 
dustrial groups to obtain similar funds, by a pro- 
duction tax on the commodity produced by their 
particular industry. Such special funds may be of 
great value if properly administered or applied. It 
might be pointed out, however, that these funds ac- 
cruing from a commodity tax levied not by gov- 
ernment but by “big labor” are susceptible of abuse. 
There is actually’ no moral justification for taxing 
the consumers of a special article of commerce for 
the exclusive benefit of the producers of that par- 
ticular commodity. The American Medical Asso- 
ciation has insisted that if adequate medical serv- 
ice is to be developed throughout the country as a 
whole, the facilities designed for veterans, the in- 
dustrial worker, and other special groups should 
be coordinated on a community basis. This service 
should be designed to meet the needs of all of the 
people and not those of especially favored groups. 

What are the responsibilities of the American 
Medical Association in these matters? By reason 
of its national organization, it is capable of mak- 
ing extended investigation, accumulating data, de- 
veloping plans and formulating policies. Imple- 
mentation of these policies and their execution is 
the responsibility of the individual states and the 
lecal association. The American Medical Associa- 
tion, through its Committee on Rural Health, its 
Council on Medical Service, its Council on Indus- 
trial Medicine, and its Bureau of Medical Economic 
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Research, has carried out extensive investigations 
and has accumulated a large amount of valuabl: 
information. Policies have been laid down in ref 
erence to methods of procedure. 
center around the development of community re 
sponsibility for its health service. It is obvious 
that many communities are capable of developin: 
an adequate health service, and of coordinating i: 
with their neighboring communities. It is equall) 
obvious that other communities, on account of eco- 
nomic conditions, may require help from the state 
and certain states may require help from the fed 
eral government. It is highly important, however. 
that community responsibility and community con- 
trol be maintained. It is equally important that 
the health services of various communities through- 
out a state be coordinated into an overall plan, so 
that a network of general hospitals, secondary hos- 
pitals and health centers be so distributed as t 
meet the needs of all of the people, and at the same 
time, operate effectively and economically. The phi- 
losophy behind this conception of health planning 
is the same as that of those men who first set up 
the political framework of this country, and is com- 
patible with a democratic conception of the func- 
tions of government. 


These policies 


It is the purpose and responsibility of the Ameri- 
can Medical Association, through its various coun- 
cils and committees, to study the overall picture, t 
accumulate information, and to make overall plans. 
It is its duty to funnel this information down to 
the state associations, and to the individual com- 
munities. The responsibility, however, for the ac- 
tual execution and implementation of such programs 
is the communities’, The medical profession pos- 
sesses the technical knowledge, by reason of train- 
ing and experience, to advise in these matters. It is 
capable of determining the quality of medicine 
and the technical factors concerned in the production 
of good medicine. The medical profession, how- 
ever, has no vested interest in medicine. In order 
to develop and carry out an adequate health pro- 
gram, the help of all groups interested in the wel- 
fare of their community is needed. For this reason, 
the American Medical Association has urged the 
formation of local health councils in every com- 
munity in the United States. This proposal was 
endorsed. by the Houst of Delegates of the Medical 
Society of Virginia at its last annual meeting. The 
purpose of these councils has been set forth in bro- 














chures issued by the American Medical Associa- 
tion. Briefly, their basic purpose is to bring to- 
gether all groups in the community interested in 
: providing good medical care for all the people in 
that community. If community interest can be 
: aroused throughout the entire country, the problems 
concerned with the development of adequate facili- 
ties, of manning these facilities with trained per- 
sonnel, of providing for the medical care of the 
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veteran in his own home town, of extending pre- 
payment medical-care and hospital-service plans, 
and of caring for the special needs of the industrial 
and rural groups, may be solved. It is the respon- 
sibility of the American Medical Association to aid 
the states and, through the states, the local com- 
munities to develop adequate medical plans. It is 
the duty of the state societies and the local societies 
to implement these plans. 





The medical profession has been fully aware of 





the health conditions and the changing character of 
medical care developing in our farming communi- 
ties. There has been an uneven distribution of doc- 
tors between town and country and also between 
country communities. 

The pattern of doctor distribution of 40 years 
ago no longer applies today. Autos, all-weather 
roads, together with changed medical techniques, 
combine to set the pattern of today. Even the term 
‘adequate medical care” is not an absolute quantity. 
It means different things, at different times, and in 
different places. It is not the same now as last year 
nor is it the same in different parts of the country 
today. 

The cultural and economic resources of a locality 
profoundly influence the solution of the health and 

: medical care program. 

1. The economically self-sufficient farming areas 
with good homes, roads, schools and churches, are 
nearly all supplied with doctors and the problem 
there is one of health education. 

2. The marginal type of farm country where 
meager economical reward creates communities with 
inferior housing, poor schools and churches, and 
with cultural conditions and ambitions in keeping 
with their poverty, have experienced great difficulty 
in getting doctors or holding them should they come. 
The problem here is to improve health and economic 
conditions since each acts to support and stimulate 
the other. 

The war years have brought great prosperity to 
most farmers, and the recognition of Congress of 

the principle of parity in the support of farm prices 
should assure a prolonged period of economic sta- 











Rural Health 


FRANKLIN SMITH CROCKETT, M.D., 
Lafayette, Indiana. 


bility for the worker of the soil and the town and 
villages which supply his needs. This improved 
financial status has not always meant better health 
and living conditions. This can be had by health 
education attuned to the special health needs of 
each community through local organization. Health 
improvement can come nearer to a satisfactory solu- 
tion in any community, rich or poor, when it is 
obtained by voluntary action voluntarily agreed to 
by participants who so value the benefits obtainable 
they are willing and anxious to pay the price in 
labor and money required to get it. They do have 
some earning capacity now, and so much depends 
on what they buy with it. 

Medical science of today has developed many 
therapeutic agents and techniques of recognized 
value. We doctors want them readily accessible to 
the rural sick. We doctors cannot bring them un- 
aided but we do know that any community can 
have that degree of healthful living they are will- 
ing to work for in cooperation with their doctors. 

During our brief three years our Committee has 
evolved a plan and several key principles. 

1. We have not tried to do the job ourselves. 

2. We have not tried to dominate or impose our 
thinking on the other participants. Quite the re- 
verse, we have consistently sought to limit our 
activity to keeping within the frame-work of our 
knowledge and experience. In our annual rural 
health conferences our advisory members help se- 
lect the type of meeting as well as the subjects to be 
discussed and many of those appearing on the pro- 
gram. We strive to make it their meeting. We make 
it understood that anyone attending is privileged 
to express his opinion openly and freely, no matter 
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how much it may be at variance with others in at- 
tendance. It is not debatable but those wishing to 
voice other viewpoints may be granted the privilege 
of the floor. 

We have had some pretty hot opinions voiced 
on occasion but this freedom has earned our meet- 
ings an enviable reputation for fairness and equality. 

Our advisory members come from the major farm 
groups. The American Farm Bureau, the Grange, 
the Farmers Union, the National Cooperative Milk 
Producers Federation, and the Extension Depart- 
ments of our agricultural colleges, are each repre- 
sented by two members who are interested in study- 
ing and improving the welfare and health of our 
rural population. This should keep us in intimate 
contact with the needs and desires of those we hope 
to benefit. The membership of the Committee was 
selected with this idea of keeping in close touch 
with conditions in all parts of the country. The 48 
States have been divided into 8 groups having 
comparable rural health problems. A member re- 
sides in each area. His responsibility is to promote 
and coordinate professional and lay interest and 
activity within his group of States. His knowledge 
of his regional problems contributes much in the 
deliberations of the Committee. 

State medical society committees on rural health 
have been organized in about 45 of our 48 States 
and in Hawaii. In a number of States, conferences 
have been held with rural leaders, state health au- 
thorities, agricultural school extension departments 
and many others interested in the health problem. 
Here in Viriginia you have, under the leadership of 
our moderator, Doctor Mulholland, and many 
others, set the pattern for state health councils. 

The logical next step is local organization. It is 
in the county where actual benefit will accrue to the 
individual and the community. 

As a people we are disposed to take good health 
for granted. It is only after we have experienced 
the loss of it that we appreciate its value. If we 
can stimulate, through health education, an intel- 
ligent self-interest in keeping well, equal to the 
desire to get well, we will have accomplished a 
worthwhile task. Last year in 18 States progress 
was reported in organizing local health councils. 

We doctors and farmers are proceeding in the be- 
lief that the best way to help people is by helping 
them to help themselves. 

The local health councils channel local effort 
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for community improvement. This local effort edu- 
cates people, not only in the advantageous objec- 
tives to be gained, but also in the technique of 
procuring it for themselves. Local pride is stimu- 
lated by achievement that strengthens the whole 
democratic process. Having organized a commu- 
nity health council it must not be left to operate in 
a vacuum. There must be a program. An audit of 
health assets and liabilities should point the way to 
next things to do; those things which should be 
striven for now and those to come later. This all 
adds up to health education directed toward spe- 
cific desirable goals reached through voluntary co- 
operation of all the people—-an experience infinitely 
more valuable to any community than being fed by 
“manna from heaven”. 

The areas economically unable to provide an ade- 
quate measure of their needs should have assist- 
ance from the State. The local effort, however, 
should precede outside help and should be com- 
mensurate with its resources. Strength of character 
is developed through self-help and we should keep 
this fact in mind when plans for assistance are 
discussed. 

While there is widespread interest in health mat- 
ters, there is no evident “ground swell” demand for 
action by any large segment of the rural popula- 
tion. Such agitation as witnessed to date has been 
created by those leaders who understand and value 
the benefits medicine can bestow, and altruistically 
want those benefits available to everyone. Perhaps 
everyone would be just as eager if equally informed. 

Some plan of adequate health education for the 
adult must precede any great triumph in the field of 
rural health. Our best approach is with the women, 
the wives and mothers, who have always been inter- 
ested in any means for keeping their loved ones 
in good health. They can be depended upon to 
bring their men folk into line. Our rural women 
should be given full opportunity for leadership 
whenever a community council is formed. 

Our Rural Health Committee has under consid- 
eration a more agressive program than has been 
possible in the past. We expect to obtain a top level 
man as secretary to correlate the activity of pro- 
fessional, collegiate, and lay organizations, to in- 
terest the press and radio in helping us to create 
more general interest in rural health. 


We have an assistant secretary at headquarters 
where we should have complete records .of every- 
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thing being done in the rural health field by rural, 


collegiate, governmental, and professional leaders. 
Such a clearing house set-up, together with an ag- 
gressive executive, should do much to increase the 
velocity of this movement. We have received every 
encouragement from rural leaders. 

In summary, the program of the American Medi- 
cal Association Committee on Rural Health for 
promotion of rural medical care is: 

a. To cultivate a liaison with the important farm 
organizations as a most effective means of coopera- 
tion with farm people. 

b. Through this association with farm people, 
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to promote and initiate means of health education 
and a fuller appreciation of healthful living. 


c. In the furtherance of this program, to strengthen 
the democratic process by helping people to help 
themselves. 


d. What we have accomplished in cooperation 
with the major farm groups has been developed in 
an atmosphere of mutual friendship and trust. This 
whole plan is based upon the concept that we will 
go farther and accomplish more when we work with 
an informed citizenry voluntarily engaged in pro- 
moting better health and community values. 





Ten Commandments of Prepayment 


Tuomas A. HENDRICKS 
Chicago, Illinois. 


Dr. Mulholland, Dr. Martin, Dr. Crockett, ladies 
and gentlemen, members of the Medical Society of 
Virginia, it is certainly very nice to be here and to 
get such a glowing recommendation and introduc- 
tion; but I am afraid you all know what the late 
Will Rogers said when he addressed the Senate of 
Indiana a few years before his death. On that oc- 
casion he said: “It gives me great pleasure to ad- 
dress the Senate of the grand and glorious State of 
Indiana, which I am assured is the best senate that 
money can buy.” 

It is certainly fine to be here in Virginia. I have 
been here before, but this is the first time I have 
ever had the opportunity of coming and attending 
your state meeting. It is good to see so many old 
friends again, and it is particularly a pleasure to 
see Miss Agnes Edwards, with whom I had the op- 
portunity of working when I was secretary of the 
Indiana State Medical Association. 

I had the pleasure of attending last week some 
of the meetings in this section of the country and 
among them the Regional Conference of the South- 
eastern States at Columbia, South Carolina. At that 
conference there were educators of the South, repre- 
sentatives from labor groups, representatives from 
farm groups, representatives from the business 
groups; and it certainly was a splendid meeting: I 
hope the recommendations of the Conference will 
be available. They would be a fine basis for a na- 
tional medical care program. 


The title given me is “Ten Commandments of 
These commandments are prepared 
particularly for the physician participating in a 
Medical Society sponsored prepayment program. 


Prepayment”. 


TEN COMMANDMENTS OF PREPAYMENT 
Number One 
Thou shalt not allow the quality of medical 
service to the individual American ever to deterio- 
rate behind a curtain of prepayment. 


Number Two 
Thou shalt not take a fee for service from the 
prepayment-plan fund and then add an extra ex- 
treme bill thereto to the patient merely because thou 
canst get away with it. 


Number Three 
Thou shalt not disparage the voluntary prepay- 
ment system, for American medicine is committed 
to this method of easing the financial burden of 
sickness. 


Number Four 

Thou shalt not oversell prepayment—it is only 
one of the several elements available to assist in- 
dividuals in the pursuit of health and is only one 
answer to the Federal control of medicine. There 
are many others, as can be seen from the Ten Point 
National Health Program of the American Medical 
Association. 
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Number Five 
Thou shalt not damn prepayment with faint 
praise. 
Number Six 
Thou shalt readily admit some imperfections in- 
herent in prepayment. At the same time thou shalt 
indicate that the voluntary and experimental nature 
of prepayment plans constitutes a great measure of 
their strength. 
Number Seven 
Thou shalt do everything possible to help main- 
tain actuarily correct data, and as a participating 
physician thou shalt willingly provide necessary in- 
formation which will enable prepayment plans to 
keep necessary records. 


Number Eight 
Thou shalt abide by the decisicns of the majority 
in thy society and publicly support the prepayment 
plan adopted and do thy utmost to make it work. 


Number Nine 
Thou shalt not, however, become a prepayment 
“cultist”, stating that one particular type of volun- 
tary prepayment system is the only correct method 
and that all other approaches are wrong. 


Number Ten 

Thou shalt continue as an American physician 
to stress the dignity of the individual and the fact 
that one’s health is much more the concern of the 
individual than it is the concern of any political 
unit of society and shalt continue to urge all in- 
dividuals to assume their proper share of this re- 
sponsibility. 


DIscUSSION 
MoperRATOR MULHOLLAND: I should now like to throw 
this meeting open fer a few minutes for some questions. 
We have experts here, and I am sure that they can answer 
any questions you wish to ask. So let’s have a few for 


them. 


Dr. Ernest W. Furcurson, Plymouth, N. C.: Mr. 
Moderator, Dr. Martin, Dr. Crockett, Mr. Hendricks, 
ladies, and gentlemen, I regret that I was not able to 
get here last night. Some of these questions may have 
been answered previously, but this matter is something 
which is of definite concern to us country doctors, who 
do not know the answers. I should like to lay before 
you one or two of the problems, with which you may 
already be acquainted. 

We have begun, as you know, Dr. Martin, on a project 
which is possibly as far advanced in our State as it is 
in almost any State in the Union under the Hill-Burton 
Act, in that some token hospitals have already been con- 
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structed under this program. There has been a bit of 
high-pressure salesmanship on the part of the Good 
Health Association under the leadership of our good 
friend Kay Kyser. It took our people in a grand way, 
possibly in a good way. Many of these counties have 
voted hospitals ranging from ten beds or twenty beds 
to a hundred beds or over. As you know, the University 
of North Carolina is to have a four-year medical school 
under this. program. The money has already been ap- 
propriated by the recent legislature. 
County, from which I come, a bond issue has been passed 
under which the ccunty is to appropriate approximately 
$50,000. The county gives one-quarter while the State 
and Federal Governments appropriate the remaining 
three-fourths. Isn’t that correct, Mr. Hendricks? 
Now, at the time that this money was to have been 
appropriated it was estimated that the average cost per 
hospital bed was approximately $8,000 per bed, accord- 
ing to Dr. John A. Ferrell of the Medical Care Commis- 
sion. 


In Washington 


(I may have some of these figures a little wrong, 
and I hope you will correct me if I have.) At the time 
this appropriation was made and the bond issue voted 
upon a thirty-bed hospital would cost $8,000 per bed or 
approximately $240,000. Today each hospital bed is esti- 
mated to cost about $12,000, which leaves a deficit of 
$4,000 a bed; and nobody seems to know where that 
$4,000 is coming from. It means an additional bond issue 
or money from some other source. The county commis- 
sioners are given to understand that they have to support 
these hospitals and to guarantee that they will support 
I have no 
One or two 


these hospitals for a period of two years. 
opinion on this. I am seeking information. 
of the county commissioners have discussed this matter 
with me. They reason: “Let the State and Federal 
Governments worry about the cost of maintaining these 
hospitals after the two-year period.” Now admitting 
that this is the wrong attitude, it will leave us hold- 
ing the bag, and it is going to lead to something very 
near federalized medicine if too many of them have that 
attitude. One of the objectives of the National Physicians 
Committee is to prevent federalized medicine in these 
United States. But are we leading ourselves into fed- 
eralized medicine by supporting these things without hav- 
ing some definite understanding? 

I happen to have been in public health work for sev- 
eral years and in the armed forces for approximately 
four years; and through that brief experience it has been 
my impression that, although the Government may tell 
you that this money is being appropriated to be handled 
by the county and the county alone or by the State and 
the State alone, I have as yet failed to. see any Federal 
money appropriated for hospitals, et cetera, to which 
there were no strings attached. When we come down to 
brass tacks on this thing it seems to me we are going to 
run into the old term which is so common among those 
in Washington: “You have misconstrued this para- 
graph.” The term “misconstrued” has been used a good 
deal. 
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I bring these matters to your attention merely because 
they are problems in our minds which have not been 
answered. If anyone has an answer I should like very 


much to hear it. 


MOobDERATOR MULHOLLAND: Dr. Furgurson, we are very 
glad to have you participate in this discussion. 

Dr. Martin, can you answer any of Dr. Furgurson’s 
questions? 


Dr. Martin: Some very difficult questions have been 
presented. I should like to point out, first, that the Fed- 
eral part of this grant is one-third. What the state gives 
in addition varies. In Virginia I believe the State and 
the Federal government together give 45 per cent, and the 
community has to give the rest. 

It is, of course, inflation that has brought about many 
of these difficulties—the tremendous increase in costs of 


construction. There is no answer to that, of course. 
But I should like to point this out; if the community wants 
to retain its freedom of action it has to pay for it. There 
is no such thing as security with complete liberty. When 
you buy security you pay in the form of liberty. If the 


community wishes to contro! its own hospital and facilities, 
it has to participate in the cost of producing those facilities. 
It has been stressed time and again that the salvation of 
a community’s freedom is the assumption by the com- 
munity of its responsibility. 

I should like to point out, also that the location of hos- 
pitals and medical centers should be on the basis of a well 
planned program in which the placement of hospitals 
of different sizes should be determined not by county lead- 
ers, not by political groups, but by population needs. Where 
that has been done—and I believe it is being done in our 
State—the construction of base hospitals, local hospitals, 
and health centers has been on a basis of need of the 
community. 

If we are to have such a hospital program each com- 
munity must assume its share of the responsibility. I 
know there are communities economically able to do that, 
There should be 
provision for granting aid on a somewhat different basis. 
T believe these grants are now primarily on a population 
basis, and that no special consideration is given to those 
with the greater need. That is one of the defects of the 
present law. 

There is no simple answer to these questions, but .f the 
community wants to retain freedom of action it will have 
to assume part of the responsibility. 


and I also know that some are not. 


MoperRATOR MULHOLLAND: Thank you, Dr. Martin. 
Is there further discussion of this important subject? 


Dr. J. PAut KENT, Altavista: You know that you cannot 
operate a small hospital on the same per-diem cost as a 
large hospital. Under the present Welfare Department 
set-up in this State they will ship patients fifty or one 
hundred miles—it does not matter how much it costs to 
transport them—to some hospital that has a lower per- 


diem cost. We know that in small hospitals we cannot 
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operate at as low a rate as in the larger hospitals, yet we 
have to have small hospitals if we are going to take care 
of the rural population. 

The next problem I want to take up is the care of 
veterans. With the present system the physician is a 
I might use pneumothorax or pneumo- 
I have a patient at the 
present time who was started on pneumoperitoneum at the 


pumping station. 
peritoneum as an illustration. 


veterans’ hospital and personally I feel that he should be 
on pneumothorax, but I cannot get him changed. All I 
Then I have 
another patient on pneumothorax who I think should be 
on that treatment for five years, but some doctor at the 
veterans’ hospital has decided that it should end in two 
We physicians are nothing but pumping stations. 


can do is to pump him up every two weeks. 


years, 
MopeERATOR MULHOLLAND: Dr. Martin, will you com- 
ment on Dr. Kent’s remarks? 


Dr. Martin: We know that any general hospital, in or- 
der to function economically, must have 250 or more beds, 
in order to justify the employment of the necessary per- 
sonnel and the development of laboratory facilities of suf- 
ficient extent and quality to support the various special- 
ities involved. Such an overhead is too great to be borne 
by smaller hospitals, nor is it necessary. In a population 
of 3,000,000, we will say, as in the State of Virginia, we 
need only a limited number of hospitals of the general 
type. There will also be needed a secondary group of 
hospitals, not quite so large, nor fully departmentalized, 
and which do not require all of the resources of the larger 
hospitals. Then there should be health centers, or small 
community hospitals, with a few beds and equipped for 
deliveries and emergency care. Probably eighty per cent 
of the people requiring hospitalization do not need. all 
of the facilities available in the general type hospitals. 
That does not mean that they receive a lower grade of 
medical treatment, since within limits, the smaller hospitals 
can provide excellent medical and surgical attention. It 
is economically impossible to build in every county in 
every state a hospital that can give complete care, but I 
believe that with a properly integrated system of hospitals, 
good hospital services can be provided for all of our peo- 
ple. I further believe that if the facilities are properly 
adjusted to the needs of the communities, the per diem cost 
will not be higher in the smaller hospitals than in the 
larger ones. 

Veterans should be cared for in their home communities, 
It is to their ad- 
Com- 


if and when facilities are available. 
vantage to be treated by their local physicians. 
munity support of its own facilities is hurt by drawing 
off a part of its potential patients to distant institutions, 
except for the purpose of securing care not available 
in that particular part of the community. The large sums 
proposed for construction of new veterans hospitals should 
be diverted to the purpose of the Hill-Burton Act. We 
should have one unified system of hospitals, capable of 
caring for all of the people and we should avoid the 
development of special facilities for special groups. 











VIRGINIA MEDICAL MONTHLY 


RECENT TREND IN TREATMENT OF OBESITY* 
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The cause of obesity has been the subject of much 
dispute for many decades, and the physician has 
been taught that obesity is a glandular or metabolic 
disturbance. Also, that the obese person differs from 
the one of normal weight in regard to his so-called 
“glandular balance” or carbohydrate metabolism, 
and numerous theories have been advanced to ac- 
count for one person being heavier than another. 
Conn and others have refuted these theories through 
thorough investigation and have been unable to 
find any alterations in endocrine or metabolic be- 
havior from normal. 

It is strange that, in general, the medical pro- 
fession accepts the fact that overweight has a de- 
cided effect on decreasing the span of life, and yet 
have been so lightly interested in a positive and sin- 
cere effort to treat or help prevent obesity. Articles 
have been written, educational programs have been 
instituted, and even advertisements have been em- 
ployed to further the public eye for the care and 
treatment of common infectious diseases. In di- 
rect contrast, overweight is discussed occasionally, 
and the public attention in this regard is very sadly 
neglected, whereas, if the problem of obesity was 
discussed, a far greater benefit in increasing the 
life span and combating retrogressive changes could 
be attained more readily than that of practically 
any other dysfunction or disease. 

The obese patient has always been a problem to 
the physician, and any practically established rou- 
tine towards a solution of treatment is more than 
welcomed. 

Obesity may be defined as an excess of adipose 
tissue, and the latter is a normal constituent of the 
body, performing a number of functions in the 
body metabolism. It is generally agreed that some 
individuals are obese because they eat more food 
than they burn to release energy. Some investiga- 
tors hold that all obesity was caused by internal 
metabolic and endocrine factors which are inde- 
pendent of the relationship between food intake and 
energy output. 

The writer believes that the first view is more 





*Read before the annual meeting of the Medical Society 
of Virginia, in Richmond, October 18-20, 1948. 


evident, and to control one’s appetite, with only 
slight additional stimulation of endocrine factors, 
satisfactory weight loss or control can be executed 
However, it is to be remembered that there are a 
variety of psychologic factors which increase one’s 
desire for food and have to be taken into considera- 
tion. Many of these factors we are unconscious of, 
while others can be controlled by the patient if they 
so desire. Anything which will increase the emo- 
tional tonus as irritability, anxiety, nervousness, 
and sorrow will further the desire for food and cause 
an increase in weight in many persons already lean- 
ing towards obesity. It is obvious that all obese 
patients cannot consult a psychiatrist regarding 
these factors that drive or create the craving for 
food, but the majority of persons can be helped by 
the physician who will attempt to understand the 
reason for their overeating and give them a helpful 
and applicable explanation for same. 

One may say “This is all true”, but to instruct a 
patient to refrain from eating and adhere to a diet 
of 1000 calories per day is almost an impossible 
task, especially if they are heavy eaters. At first 
one would think it an almost hopeless task, but 
through 
their diet, fluid intake, and giving them a clearer 
psychological understanding of why 
weight, and the promise of aid in helping them con- 
trol their appetite, it can be accomplished. 

It is with this thought in mind that the writer 
began to use such a method to attain weight reduc- 
tion in those individuals who are both physically 
and mentally uncomfortable with their unsightly 
deposits of adipose ‘tissue. 

During the past three years, the writer has had 
under observation and treatment over three hun- 
dred and sixty cases of obesity in all age groups 
and in both male and female. Only about 2% have 
failed to respond definitely to this line of therapy 
that will be described. The treatment routine in- 
volved the understanding of the patient from a 
physical as well as a psychological point of view, 
which is most important. A complete physical ex- 
amination, including complete blood count, B.M.R. 
and urinalysis was made after a careful history in 


co-operation of persons in controlling 


they gain 
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order to ascertain any organic change that might 
cause increased irritability which we know so fre- 
quently plays an important part in excessive eat- 
ing. The physician ascertains these facts of tension 
and can often determine the cause and explain to 
the patients the actual reason for their excessive de- 
sire for food which will aid them in successfully 
combating this reaction. Rather than placing them 
on a calculated diet and to eliminate the tendency 
towards “food cheating”, these persons are asked to 
cut their sweets and starches in half, and eat a diet 
consisting chiefly of green. vegetables, fruits, and 
low in fats and proteins. They are also instructed 
to omit from their diet any substance which would 
trend to whet their appetite as condiments and bev- 
erages. If this type of dietary instruction proved 
hard to follow, they were given a diet specifying 
the caloric values of certain foods and instructed 
not to exceed 1200 calories per day. Next, these 
persons are given a drug to help control the ap- 
petite. Many drugs have been used for this pur- 
pose with varying degrees of success, but the most 
effective used by the writer was dextro-rotatory 
amphetamine, and adrenergic drug. This one was 
feund to possess less side reactions as insomnia, 
irritability, tenseness, and nausea, and yet included 
the most powerful appetite depressant factors. It 
is given in v mg. doses, thirty minutes a.c. for a 
week, and if the appetite does not begin to abate, 
this was raised to x mg. a.c. Seldom is it necessary 
to raise the dose to exceed 30 mg. daily. The ap- 
petite would begin to be noticeably less in about a 
week, in that the patient would not want the exces- 
sive food they have been eating before, and being 
perfectly satisfied with much less caloric quantity. 
They were likewise gaining a very rapid sense of 
well-being and much less depressed in their moody 
expressions. 

These patients were seen every two weeks and 
sometimes every four weeks, depending on how 
they tolerated and responded to the routine. They 
would be weighed, blood pressure checked, and 
heart studied for any gross abnormalities that might 
have developed. Weight loss would vary from two 
pounds to ten pounds per week, depending on the 
amount of obesity present beyond normal weight. 
After reaching the physical weight level of normal 
thyroid metabolism activity, the drug would be with- 
drawn slowly, and over a period of usually one- 
half the time required to obtain the desired weight 
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loss. 


This way, the patient does not complain of a 
“let down feeling”, and right at this point the 
writer would like to state that not a single person 
was encountered that developed a craving for the 
drug used in the treatment and complete withdrawal 
could be executed at any time during the course of 


the routine. 

There has been much publicity in the lay maga- 
zines and papers 
against the harmful effects of amphetam’ne and 
These effects are stated 


recently, warning the public 
amphetamine-like drugs. 
as being over-stimulation of the heart, addiction 
and emotional upsets. If taken, as prescribed, prop- 
erly for the reduction of appetite in weight reduc- 
tion routine, there is little danger that one will get 
an over-stimulation of the heart or nervous system 
or become addicted to its effect. There is no proof 
in the literature, and the writer certainly has not 
noted any findings that would lead him to think 
that amphetamine induces organic damage in any 
respect. The only side-reaction that was encoun- 
tered is that of dryness in the mouth and throat, a 
slight mild constipation and insomnia if taken too 
late in the afternoon. One might ask about the hy- 
pertensive patient. No increase in blood pressure 
or pulse rate was encountered. It has been given in 
the cases where the blood pressure was over 200 sys- 
tolic and 100 diastolic without any ill-effects, and 
these patients have obtained a very marked sense 
of relief and a drop in blood pressure many times. 
Occasionally, a small dose of phenobarbital is added 
to the routine p.r.n. for any nervous tension that 
might occur in the pre-existing nervous cases. This 
action in the hypertensive is very helpful because 
we see so many so-called “fat people” that are hy- 
pertensive and need weight reduction for physical 
existence in prolonging the span of life. 
SUMMARY 

The cause of obesity is certainly a subject of 
dispute and there is little evidence that obesity is 
entirely a glandular or metabolic derangement. 
Psychic factors are of importance to gain complete 
confidence of the patient for best results when the 
medicine is added as a depressant to the appetite. 
Adhering to the strict routine is of primary impor- 
tance, and we learn that the dextro-rotatory amphe- 
tamine (dexedrine sulfate) is not very toxic and 
may be safely employed in normally obese indi- 
viduals regardless of age, sex or degree of obesity, 
or in minimal hypertensive individuals. 
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DiIscUssION 

Dr. Jutian R. Beckwitn, Clifton Forge: Dr. Fergu- 
son brings out several points in his paper which are im- 
portant and deserve emphasis. First, he mentions the 
price that many people pay for their gustatory satisfaction. 
It has been shown that the death rate per 100,000 is con- 
siderably higher in obese persons than in individuals 
with normal weight. The death rate from diabetes is 2.5 
times and that from cardiovascular disease 1.6 times that 
of controls who are not obese. 

Second, he mentions that the mechanism of obesity is 
simply increased food intake over that required for the 
daily energy needs rather than some obscure endocrine 
disturbance which allows the obese person to absorb or 
store more fat or burn less than his normal thin brother 
(or sister). 

It is with this in mind that one approaches the manage- 
ment of the obese person. It appears wise to give these 
people an adequate protein requirement to keep them in 
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nitrogen balance (this is usually given as 1 gm. per 
kilo of normal weight) and to reduce the carbohydrate 
and fat so that they get 800 to 1200 calories in 24 hours. 
It must be assured, also, that the vitamin intake is ade- 
quate, which requirement can be met by giving a multi- 
vitamin capsule daily. 

Some individuals, particularly men doing fairly heavy 
work, should be given more calories, but the energy ex- 
pended must be greater than the caloric value of the food 
intake, 

Obese people must learn to control their appetites and 
must train themselves to form proper eating habits, so 
that when the desired weight has been attained they will 
maintain this weight. To do this, the importance of de- 
termining the cause of obesity cannot be emphasized too 
much. Faulty eating habits should be corrected, and emo- 
tional upsets delved into. 

The anti-appetite drugs can be used as a crutch to 
help the individual train himself at the outset. These 
drugs, we feel, are helpful but not necessary. We often 
use them at the beginning but stop after three or four 
weeks. I find that the person who is honestly desirous 
of losing weight will continue to do se without the medica- 
tion. 

Now a word about exercise. This is a poor way to 
lose weight, particularly when we realize that a 250- 
pound person must walk 26 miles to burn one pound of 
fat or climb 20 flights of steps to expend the energy from 
one slice of bread. Dr. Ferguson was wise not to intro- 
duce this as a form of therapy, and it was mentioned 
merely to condemn it. 

I have enjoyed Dr. Ferguson’s paper, and I appreciate 
the opportunity to discuss it. 





Marriages and Divorces 

In the United States continued to decline for 
the second successive year in 1948, Surgeon Gen- 
eral Leonard A. Scheele of the Public Health Serv- 
ice, Federal Security Agency, has announced. 

The Public Health Service estimated that there 
were 1,815,000 marriages and 415,000 divorces last 
year. The number of divorces has taken a sharp 
dip over the last two years. There were about one- 
third fewer divorces in 1948 than in the peak-year 
1946, when it was estimated that 610,000 divorces 
were granted. Compared with the revised estimate 
for 1947 of 474,000 divorces, there were about one- 


eighth fewer divorces in 1948. In the same years, the 
divorce rate also declined sharply, dropping from 
4.3 per 1,000 population in 1946, to 3.3 per 1,000 
in 1947, and to 2.8 per 1,000 in 1948. 

Marriages have also dropped in the last two 
years. The decline in 1948 from 1946, the only 
year in which there were more than 2 million mar- 
riages was about one-fifth, or close to one-half mil- 
lion marriages. The 1948 figure was about one- 
twelfth below the revised total of 1,991,878 mar- 
riages in 1947. Marriage rates in these years were: 
12.4 per 1,000 in 1948, 13.9 per 1,000 in 1947, and 
16.4 per 1,000 in 1946. 











In recent years we have heard much about the 
use of low sodium diets in the treatment of car- 
diorenal diseases. In this paper I will give some 
of the historical background for these diets and 
then some illustrative cases. 

Starling’s theory—proposed in the year 1900—- 
states that edema is the result of an imbalance be- 
tween the intracapillary blood pressure on the one 
hand and the osmotic pressure of the blood plasma 
on the other. One tends to filter water through the 
capillary endothelium and the other to pull water 
back into, the capillary lumen. In health there 
is a perfect balance between the two. 

This theory is generally accepted and explains 
the development of most types of edema. Thus, in 
cardiac edema the main disturbance is an increased 
capillary blood pressure, whereas in nephrosis and 
in the late stages of chronic nephritis the chief dis- 
turbance is a decrease in plasma proteins and a 
consequent decrease in the plasma osmotic pressure. 

In acute nephritis it is assumed that edema is 
due largely to a generalized damage to the capil- 
lary endothelium, since in this disease edema oc- 
curs early before any significant change in the 
plasma proteins or capillary blood pressure. The 
high protein content of this edema fluid is evidence 
that the capillary walls are no longer impermeable 
to the plasma proteins as they normally are in the 
healthy state. The protein content of edema fluid 
in acute nephritis is about 1%, which is approxi- 
mately ten times as much as that of the edema fluid 
of congestive failure and nephrosis. In acute ne- 
phritis, congestive failure is sometimes an added 
factor and is due apparently to oliguria and the 
associated hydremia.t 

In 1903 Widal, in the first of several epochal 
papers, reported the results of his experiments show- 
ing that damaged, kidneys could not excrete so- 
dium chloride normally. He found that edema could 
be increased or decreased by feeding or withholding 
salt. It was assumed that the chloride ion was the 





*Read before The Lynchburg Journal Club, April 20, 
1948. 

+Recent work shows that nephritic edema fluid has very 
nearly the same protein content as cardiac edema fluid 
and emphasizes the prime importance of heart failure. 
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harmful one. Numerous investigators between 1920 
to 1925 proved conclusively by feeding various salts 
with the chloride or the sodium ion left out, that 
it is not the chloride but. the sodium ion which is 
the essential factor in edema formation. 

More recently, in 1941, Schroeder in a study of 
twenty-three cardiacs reported that patients with 
congestive heart failure could be kept free of edema 
if their sodium intake was sufficiently low. He 
found that if sodium chloride intake is kept as 
low as one gram per day, restriction of fluids is 
not necessary. It is possible to supply an adequate 
diet with this little sodium if vitamin supplements 
are given. In two patients forcing fluids caused 
the syndrome of water intoxication—weakness, 
drowsiness, muscle cramps, prostration and no re- 
sulting diuresis. In one of these hypochloremia 
was found; plasma chlorides were not determined in 
the other. Patients with pulmonary edema or car- 
diac asthma had no increased frequency of at- 
tacks with forced fluids. Schemm later reported 
exactly the same finding. The ordinary ward diet, 
to which no salt or salted foods is added, contains 
about four grams of sodium chloride; one cooked 
without salt contains an appreciable amount, from 
2 to 3 grams. One gram of salt is present in the 
average serving of beets, carrots or lamb, and in 
800 cc. of milk. Restriction of the daily salt in- 
take below the level of the daily urinary output 
of salt, always decreased the edema. Occasionally 
diuresis was observed to increase when the patient 
was taking plenty of fluids and to decrease when 
fluids were rigidly restricted. ‘These studies sug- 
gest that restriction of salt is important in the con- 
trol of the edema of congestive heart failure, but 
that restriction of fluids is of little value.” 

In 1942 Ellis studied seven patients with conges- 
tive heart failure and found that if water intake 
was pushed beyond 3000 cc. a day the edema in- 
creased even though the salt intake was maintained 
at 1 gram daily. He recommended moderate water 
restriction as well as rigid: salt restriction. 

Coller and Maddock in numerous papers re- 
ported their important studies on water balance in 
surgical patients, showing that post-operative 
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“shock” and kidney failure were due largely to an 
insufficient supply of fluids and to abnormally 
large losses of body fluids, inadequately appreci- 
ated before then. 

The above introduction is all too brief but will 
serve to acquaint us with some of the factors in 
edema formation and water balance. At the present 
time we may accept it as an established fact that 
patients with congestive heart failure or nephritis 
get along better when given diets low in sodium. 
It is not so generally accepted but probably true, 
too, that cases with essential hypertension also will 
do better on diets low in sodium. My own experi- 
ence deals with the use of several of these diets: 

1. The Schemm diet for congestive failure: The 
essential features of this diet, or, more strictly 
speaking, regime, are three— 


around 2 to 3 grams 





(1) A low sodium intake 
daily 

(2) A neutral or acid ash diet 

(3) A high fluid intake 

2.. The Karrel diet for congestive failure: ‘This 
contains 800 cc. of milk and nothing else. This 
amount of milk contains 1 gram of sodium chlo- 
Gold and his associates at Cornell Medical 
School advocate larger quantities of milk—in fact, 
all the patient wants—no other food in the early 
days of treatment of a severely decompensated car- 


ride. 


diac. They keep a patient on this diet for 2 or 3 
days up to 10 days. 

3. The Kempner diet for hypertensive and ne- 
phritic patients: This diet is composed of rice, 
fruits, sweets, a little oatmeal, bread and milk, 
supplemented with vitamins and iron. It is ex- 
tremely low in salt, having less than .4 gram. 

For details of the Schemm and Kempner diets 
one is referred to the original articles. Now I wish 
to present a few selected cases in whom these diets 
have been used. 


CONGESTIVE HEART FAILURE 

Case 1—Mr. H. P. H., a 68 year old meat cut- 
ter, was seen on February 10, 1947. In April of 
the preceding year he had had an attack of 
substernal pain and remained in bed for two 
days and since then had felt very weak, short of 
breath, and the feet and legs had been swollen. 
He had kept a cough and was unable to sleep be- 
cause of this; he could not lie down.. Examination 
revealed a tall, fairly well nourished man in severe 
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congestive failure. His pulse was 84, totally ir- 
regular, respirations 22, B.P. 195/125 in the right 
arm, and 190/122 in the left. 
specified, all blood pressures were recorded in the 
right arm with the patient seated. There was marked 


Unless otherwise 


cardiac enlargement to the left; the sounds were 
of poor tone; at the apex was a long, blowing, me- 
dium pitched systolic murmur grade 2. The aorti: 
second sound was slightly accentuated and louder 
than the pulmonic—no diastolic murmur was heard. 
There were signs of fluid at the right base and 
moist rales at the left base. The urine contained 2 
plus albumen, a few white and red cells, and the 
E.C.G. 
left ventricular hypertrophy and ventricular pre- 


specific gravity was 1.015. His showed 


The sedimentation rate was normal. 
The diagnosis was hypertensive heart disease, con- 


mature beats. 


gestive heart failure, enlarged heart, general ana- 
sarca, right hydrothorax and probably an old myo- 
cardial He had been taking .1 
digitaline twice daily. 
change in digitalis, ammonium chloride 714% grains 
and one B. complex tablet after each meal, and 
One week later he had 
lost 23 lbs., from 203 to 180. The pulse was 80 


infarct. mgm. 


Treatment consisted of no 


Schemm’s full neutral diet. 


and regular, and his B.P. was a little lower 188/110. 
Over the next two months he gradually improved 
and lost all signs of congestive failure. He had 
several injections of mercuzanthin during the first 
two months. He was last seen on December 27th, 
still compensated, pulse 72, with an occasional 
beat, B.P. 180/90, 

He was then taking digitaline 1/10 


premature respirations 18, 
weight 175. 
mgm. daily. 

This case had been in severe cengestive failure 
for ten months. On the Schemm diet he improved 
fairly rapidly and has been much more comfortable. 
He had already taken full doses of digitalis and 
this was later decreased. Ammonium chloride and 
a mercurial diuretic were used during the first two 
or three months of treatment. 

Case 2.—Mr. C. M. A., age 
hypertension with moderate cardiac hypertrophy 
and auricular fibrillation since 1944. He had been 
digitalized and seen regularly in the office. His 
B.P. had gradually climbed, and in December, 1947, 
this was 235/110 in spite of thiocyanates and 
sedatives. 

On March 7th he was seen in obvious congestive 
failure with evidence of a small amount of fluid 


73, had a marked 
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B.P. 230/95. The 
liver was three fingers down and there was 2 plus 


at each base, respirations 30, 


edema of each leg. His pulse and apex rate were 





slow—55—and his digitalis was stopped. He was 
placed on a diet of milk only, as much as he 
wished, and given ammonium chloride 714 grains 
tid. Six days later he had lost 1614 lbs. and 
looked and felt very much better. His pulse had 
come up to 64.. Digitalis was resumed in smaller 
doses. His B.P., however, was still rather high 
220/92,— so he was then placed on Kempner’s 
rice and fruit diet. 
another 4 Ibs. and all signs of congestive failure 


Two weeks later he had lost 


were gone. Because of losing so much weight, 
which was probably not all edema, he was urged 
to eat more bread and rice and drink more milk. 
Eleven days later he felt much stronger, had gained 
8 lbs. with no obvious increase in edema, and his 
blood pressure had come down to 184/90. This was 
220/92 at the former visit. A troublesome nocturia 
had largely disappeared. 

This case illustrates the rapid clearing of conges- 
tive failure with a milk diet, and further improve- 
ment with Jowering of B.P. on the rice and fruit 
diet. Over digitalization may have been a con- 
tributory factor in his failure. As a rule older pa- 
tients are not very tolerant to any radical dietary 
change. 

Case 3.—Mr. W. W. W., a 73 
was seen in the office on March 29, 1947, in se- 


yr. old farmer, 


vere congestive failure. He had hypertensive heart 
disease with marked cardiac enlargement, gener- 
alized arteriosclerosis and left ventricular failure. 
His electrocardiogram showed sinus tachycardia— 
102—left ventricular strain and frequent auricular 
premature beats. The arrhythmia was interpreted 
clinically to be auricular fibrillation. His respira- 
B.P. 190/110, vital capacity 2.6 
liters (55% of normal). He weighed 190. 
ment consisted of buttermilk, one glass every two 


tions were 22, 


Treat- 


hours, digitaline .2 mgm. t.i.d. for six doses, then 
.1 mgm. daily, and ammonium chloride 15 grains 
q.i.d. for 3 days. He was seen in the office three 
days later and was feeling very much better. At 
that time he was given mercuzanthin 11% cc. intra- 
venously. He had lost 15 lbs. He was then put on 
Schemm’s neutral diet. His pulse rate was 78 and 
still very irregular due to premature beats. Two 
weeks later all signs of congestive failure had dis- 
appeared, and he had lost 3144 more lbs.; his pulse 
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and apex rate were 60 and regular, respirations 19, 
B.P. 155/96 (this had been 190/110), vital ca- 
pacity 4.5 liters. 

This case illustrates again the rapid clearing of 
milk diet 
Schemm’s diet plus digitalis, ammonium chloride 


congestive failure with a and later 


and one injection of a mercurial diuretic. 


HYPERTENSION 
Case 4.—Mrs. W. H. A., a widow age 65, com- 
She seen a 
number of times during the latter half of 1945 and 
during 1946. 
eral NPNs were nermal. 


plained of frequent headaches. was 
Urinalysis was negative and sev- 
The fundi were essential- 
ly normal. Her B.P. varied from 170 to 190 sys- 
tolic over 90 to 100 diastolic. In 1945 her B.P. 
200/120 on and on 
185/105. She smoked about 20 cigarettes daily and 


was one occasion, another 
drank very little water. On Nov. 25, 1947, she was 
seen at the office complaining of daily headaches 
Her B.P. 190/100. She 


was given White’s low scdium diet and a mild seda- 


fcr several weeks. was 
tive (bromide and chloral mixture) and instructed 


to drink 8 glasses of water daily. Three weeks 
later she had gotten rid of her headaches, was sleep- 
ing much better and felt like a different person. 
She had stuck rigidly to the diet, and had used 
salt and 
lbs., unchanged, and her B.P. had dropped from 
190/100 to 145/80. 
still feeling well, having no headaches, and main- 


She 


use regular bread and _ butter. 


free bread butter. Her weight was 119 


Four months later she was 
been allowed to 


Her B.P. 


creased some, but was still a good figure 160/85. 


taining her weight. had 


had in- 


This case improved a great deal symptomatically 
on a low sodium diet. Her B.P. was only moderately 
elevated but decreased an appreciable amount. 

Case 5.—Mrs. W. G. C., had been seen at the 
oftice at irregular intervals since 1945. On July 
30, 1947, when she was 58 years old, she came 
in complaining of headaches. She was slightly 
obese. Her physical examination was negative ex- 
cept for her B.P. of 200/120. Ten months before 
this it had been 160/94. Urine examination was 
negative. Treatment consisted of a bromide and 
chloral mixture and a 1000 calorie Schemm diet. 
Two weeks later she felt much better, had lost five 
Ibs., and her B.P. was 145/85. One month after 
that she had lost about 314 more lbs., still felt 
well, and her B.P. was 158/86. When last seen 
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on February 14, 1948, she had gained a few pounds, 
but her blood pressure was still good—168/86. The 
diet was still low in salt but her calories had been 
increased. It seemed obvious that her marked de- 
crease in B.P. was attributable largely to the 
Schemm diet. 
NEPHRITIS 

Case 6.—W. J. A., had been seen regularly at the 
office since October, 1940, when he was 66 yrs. old. 
At that time the clinical diagnosis was chronic ne- 
phritis with hypertension and hypertrophied pros- 
tate. He was moderately obese, six feet tall, weighed 
230 Ibs., B.P. 210/120. He was given a reducing 
diet and lost down to 190 Ibs., with marked de- 
crease in his hypertension, his B.P. stabilizing 
around 155/90. He took % grain of thyroid daily. 
In 1945 he underwent a prostatectomy and had a 
stormy course but made a good recovery. Over the 
next two years his B.P. gradually increased, and 
on April 28, 1947, this was 245/128. He had had 
signs of congestive failure for the preceding month 
which disappeared with the Schemm diet and digi- 
talis. He remained compensated until January of 
this year when he had cardiac asthma, or rather, noc- 
turnal dyspnea several nights in a row. He is now 
74. He was seen in the office on January 23rd, 
1948, with a B.P. of 235/125, respirations 22, 
vital capacity 3.1 liters and moist rales at each base. 
He was hospitalized and put on buttermilk every 
two hours. His NPN was 70, and urine loaded 
with albumen and casts as it usually was. The 
milk diet was continued for three days, and it was 
then changed to the Schemm diet. His pulmonary 
congestion and nocturnal dyspnea disappeared but 
his NPN remained elevated, and on leaving the 
hospital ten days later was 77. Eleven days after 
this, on a strict Kempner diet, the NPN had de- 
creased to 54, and thirteen days later, on March 31, 
was down to 32. There was concomitant improve- 
ment in B.P., which came down to 190/90. His vital 
capacity improved likewise—this was 4.4 liters on 
March 15th. His nocturia, which had been four to 
five times nightly, practically disappeared. He com- 
plained bitterly of the diet and at his insistence 
was allowed to add meat and vegetables. This 
caused a definite rise in B.P. and an increase in 
his NPN. On April 12th his B.P. was 250/125 
and NPN 50 mgm. The urine contained heavy al- 
bumen but the microscopic showed only a rare pus 
cell. 
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This case of chronic nephritis showed marked im- 
provement under the Kempner diet. Of course, the 
prognosis is still very poor but he will undoubtedly 
live longer if he adheres to his diet, which is doubt- 
ful. (He died of uremia on November 11, 1948.) 

Case 7.—Frank A. McQ., a 45 year old railway 
agent, was referred to me Feb. 2, 1948, by Dr. 
J. E. Haynsworth, with a history of a “cold” and 
“sinus infection” for three weeks, marked short- 
ness of breath, fullness in abdomen, and marked 
swelling of the feet and legs for one week. One 
month before he had a peritonsillar abscess. After 
a physical examination and blood and urine ex- 
amination it was obvious that he had an acute 
nephritis with resulting congestive failure. His 
pulse was 84 and regular, respirations 20, tempera- 
ture 99, B.P. 194/112 in the right arm seated. 
There were signs of fluid at the base of each lung. 
The sinuses were clear. His weight was 240 lbs., 
height 5 ft.-11”. He was hospitalized at the Vir- 
ginia Baptist Hospital where he remained for ten 
days. His urine on admission had a S. G. of 1.015, 
4 plus albumen, a moderate number of red and 
white blood cells with few clumps, and a few hya- 
line and granular casts. His NPN was 39 mgm. 
per 100 cc. He was given fruit juices only the 
first three days, then cereal, toast, milk and fruits, 
and after eight days he was put on Kempner’s diet. 
He was also given penicillin, 50,000 units every 
three hours for eight days. He improved dramati- 
cally in the hospital. His B.P. after four days was 
170/100 and he had lost 26% lbs. After ten days 
in the hospital his B.P. was 154/92; on Feb. 25th 
it was 130/86. On March 26th, his last visit, his 
B.P. was 132/86 and weight 207, a total loss of 
33 lbs. The urine had a S.G. of 1.020, was acid, 
yellow and clear and contained no albumen or sugar. 
Microscopic examination showed an _ occasional 
white and red cell and hyaline. cast. He looked and 
felt well. X-ray of his chest showed the lungs clear 
and a marked decrease in the size of the heart 
shadow from the first visit. 
at his first visit was 25 mm. in one hour (Cutler) 
and three weeks later was 17 mm. in one hour. 
This was not done at his last visit. At present he 
is on a general diet with the exception of very 
small amounts of meat and no salt. 

This case of acute nephritis with congestive fail- 
ure improved rapidly and dramatically with fruit 
juices at first, and later Kempner’s rice and fruit 


His sedimentation rate 
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diet, supplemented with penicillin. He was not 
given any digitalis. 

Undoubtedly in some of these cases a favorable 
response was due to the fact that the diet was low in 
calories, but this is not the whole answer. Many hy- 
pertensive cases have been observed in whom marked 
reduction of B.P. and symptomatic improvement 
has been obtained where the weight remained sta- 
tionary or even increased. One sympathectomized 
case had a very good post-operative improvement 
with a general diet but after one year her B.P. had 
climbed considerably. With a low sodium diet and 
no loss of weight she has had a marked drop in 
blood pressure—with clinical improvement. So, 
even in these surgically treated patients, it may be 
wise to continue a low salt regime. 

The above few cases serve to illustrate the favor- 
able response that can be expected from the use 
of low sodium diets in properly selected cases. 
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Radioiodine Effective Against Toxic Goiter. 

Ninety-five of a series of 100 patients treated 
for toxic goiter with radioiodine show improvement, 
reports Robert H. Williams, M.D., Seattle, formerly 
of the Department of Medicine, Harvard Medical 
School, Boston. 

Writing in the April 16 J.A.M.A., Dr. Williams 
says that the condition has persisted in only five of 
the group. The disease has been in remission more 
than a month in 92 of the patients, and 80 have 
had no reappearance for more than four months. 
Three have been well more than two years. Forty 
of the group had been treated previously with 
thiouracil, a drug frequently used against toxic 
goiter, and 21 had surgery for the condition. 

“In most of the 78 subjects with diffuse en- 
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largement of the thyroid, the gland decreased to an 
essentially normal size,” Dr. Williams points out. 
“Each of 22 patients with toxic nodular goiter [a 
form in which the thyroid enlarges from nodules 
in the gland] had a decrease in size of the thyroid, 
but, in a few, significant enlargement persisted de- 
spite large doses of radioiodine.” 

Treatment with radioiodine is “relatively inexpen- 
sive’ and is not associated with significant physi- 
cal or emotional discomfort, according to Dr.’ Wil- 
liams. In the majority of cases, he found, a remis- 
sion of hyperthyroidism can be produced in six 
He states. that the main drawback of the 
treatment is the difficulty involved in selecting the 


months. 


appropriate dosage, errors in which may cause 
myxedema or permit the thyrotoxicity to persist. 
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CALCINOSIS—REPORT OF A CASE 


WiLiiamM L. WINGFIELD, M.D.,* 


and 


ExiaM C. Toone, JR., M.D.,** 


Richmond, Virginia. 


The abnormal deposition of calcium within the 
body may be divided into three main groups: Pro- 
gressive Myositis Ossificans, Metastatic Calcino- 
sis, and Calcinosis. The case reported here would 
seem to fall in the latter classification. 

Weber! in 1878 reported the first 
case of calcinosis, and Verse in reporting a case 
Steinitz* 


Calcinosis: 


first used the term calcinosis universalis. 
classified the cases of calcinosis into two groups: 
Calcinosis circumscripta and calcinosis universalis. 
Calcinosis circumscripta is a deposit of calcium 





See 


Fig. 1: 


hands and in the region of several of the distal interphalangeal joints. 


5 


Pea 


especially those of the extremities. The-hands and 
fect, however, are not often involved and the num- 
ber of deposits tend to decrease from the trunk to- 
ward the hands and feet. This disease is frequentl) 
encountered in children and may be seen even in 
the first six months of life. Steinitz found only 34 
cases of calcinosis universalis in his collection of 
cases of all ages. 

Many theories have been advanced regarding the 
pathogenesis but none seems to have received uni- 
The disease is generally con- 


versal acceptance. 







Right Hand: Calcific deposits in region of many of the proximal interphalangeal joints of both 


Soft tissue swelling 


in region of the proximal interphalangeal joints. 


in the subcutaneous tissue and usually attacks pri- 
marily the hands and feet. It rarely occurs in chil- 
dren. Calcinosis universalis is the deposit of cal- 
cium not only in the subcutaneous tissue, but also 
in the muscles and sometimes along the nerve trunks, 
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Hospital, Richmond, Virginia. 
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rector, Department of Medicine and Surgery, Veterans 
Administration, who assumes no responsibility for the 
opinions expressed or conclusions drawn by the authors. 


sidered to be due to a disturbance of calcium and 
phosphorous metabolism even though the blood 
values are usually normal. Others have also at- 
tempted to show that the calcification usually oc- 
curs in tissues that were dead or devitalized to a 
certain degree and that fatty degeneration fre- 
quently precedes the calcification. Microscopic 
studies, however, of early cutaneous calcinosis show 
the deposition of calcium in and around the fat 
cells which otherwise appeared histologically nor- 


mal. 
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Another feature of the disease is its frequent as- 
sociation with lesions of the skin and vascular sys- 
tem. At times it is found in conjunction with skin 
lesions very closely simulating scleroderma and a 
Raynaud’s type of syndrome involving both the up- 
per and lower extremities may be present. Atrophic 
changes in the skin are frequent and are usually 
very troublesome. 

Various programs have been offered in the treat- 
ment of this disease, no single one of which has 
1935 re- 


been universally accepted. Ramsell* in 


ported marked improvement in a ten year old girl 
following bilateral parathyroidectomy and _ this 
writer has continued to be enthusiastic about this 


In 1942 Bartel and Catell® likewise re- 
ported beneficial effects after a parathyroidectomy 


treatment. 


performed on a boy of fourteen years. Byron and 
Michalover® reported unsatisfactory results follow- 
ing a parathyroidectomy. Other treatment regimens 
advocated have been the intravenous injection of a 
phosphate solution by Craig, Lyall’, and others, 
and another has been the use of very large doses 
of sodium citrate by mouth. Recently, the use of 
British Anti-Lewisite (B.A.L.)§ by intramuscular 
injection has been advocated. Observations on this 
form of treatment have not been sufficiently large 
or over a sufficiently long period to evaluate its 
results properly. Other treatment regimens have 
consisted of the use of various endocrine products 
without satisfactory results, and a wide variety of 
vitamin preparations without demonstrable benefit. 


CASE REPORT 
E.C.W., a 24 year old white male, was admitted 


to the Hospital, Rich- 
mond, Virginia, April 26, 1946, for the treatment 


Veterans Administration 
of a recurrent dislocation of the right shoulder 
which had been present intermittently since 1941 
following an injury. This was corrected by a Nicola 
type of repair on May 7, 1946, with gocd results. 

During his hospitalization the patient gave a 
history of progressive pain and stiffness with some 
noticeable swelling of the finger joints since dis- 
Inter- 
estingly enough, he described the onset of the pain 


charge from the Army in October, 1945. 


in each of the involved joints as a sharp, “sticking” 
pain which gradually changed to a dull ache. He 
stated that no injury, infection or emotional stress 
preceded the onset of these symptoms. No other 
joints were involved except the right shoulder men- 
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tioned above. He had been in good general health, 
had been working regularly, and his past medical 
history was essentially negative for any joint dis- 
ease. He served in the United States Army from 
December 2, 1942, to October 24, 1945, 
and in 


as a water 


tender, an environment which, he states, 

subjected him to no undue exposures or trauma. 
Physical Examination: The patient was a well 

developed, well nourished, alert, active, white male. 


Temperature 98.4, pulse rate 80 per minute, blood 





Knee: 
of the popliteal space in the region of the popliteal 
artery. 


Irregular calcific deposits in the deep tissue 


pressure 120/70, weight 134 lbs. The head and 


neck were normal, as were the heart, lungs, and 
Extremities: 


abdominal viscera. The proximal in- 


e . . o 
terphalangeal joints of both hands showed moderate 


soft tissue swelling without redness or increased 
heat. On pressure over the joints, the patient stated 
that he felt a “sticking” type of pain as if some 
small, sharp object was present under the skin. 
There was a moderate degree of stiffness in these 
joints and on full flexion, he experienced pain. The 
distal interphalangeal joints and the metacarpo- 
phalangeal joints were negative to physical exami- 
nation and there was no significant atrophy of the 
interosseus muscles. There was a marked thicken- 
ing of the peripheral vessels particularly noted in 
the brachial arteries. The neurological examina- 
tion was negative. 


Laboratory Data: Routine laboratory studies 








Do 
w 
bo 


which included a complete blood count, urinalysis, 
and serology were negative. Blood Chemistry: Blood 
alkaline phosphatase 3.4 units. Blood calcium 10.8 
mg. Blood phosphorus 3.6 mg. Uric acid 4.8 mg. 

X-Rays: 1. Both hands: A fusiform swelling of a 
moderate degree present in the region of the proxi- 
mal interphalangeal articulations of both hands 
and calcific deposits in the region of the above 
mentioned joints were present. These calcific de- 
posits were present also in the distal interphalangeal 
joints. 2. Right shoulder: Bones and joints nor- 
mal. Pinhead sized calcific areas noted in the soft 
tissues in the region of the deltoid bursa. Left 
shoulder: There is probably an area of calcifica- 
tion in the soft tissues at the level of the greater 
tuberosity of the humerus. 3. Both knees: Irregu- 
lar calcific deposits present in the region of the 


popliteal vessels. 4. Both ankles: Calcification in 





Dense calcification deep tissue anterior 
surface in the region of the dorsalis pedis artery. 


Fig. 3: Right ankle: 
the region of dorsalis pedis on the right side. 5. 
Both feet: Pinhead sized calcific areas present in 
the soft tissues around several of the phalanges. 
6. Lateral view of the neck: A small area of cal- 
cification present in the soft tissues anterior to the 
Chest: Nermal. 8. Skull: 
Abdomen: No evi- 


7th cervical vertebra. 7. 
No abnormal calcification. 9. 
dence of abnormal calcification. 
Hospital Course and Treatment: 
was placed on a ketogenic diet with 1 gm. of am- 
monium chloride four times a day, but due to the 
fact that he had pressing business obligations on 
the outside, he was not observed on this therapy 
for more than ten days. There was no noticeable 
change in his clinical eourse during this time, and 


The patient 
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he was discharged on the same dietary regimen and 
medication, and advised to return in about six weeks 
for further observation. 

Second Hospitalization: 
mitted to the Veterans Administration Hospital 14 
months later on August 8, 1947. Since his dis- 
charge from the hospital, he had been working with 
fair regularity as an insurance salesman. He had 
not followed his diet or taken his medication, how- 
ever, and stated that there had been a more or less 
steady increase in the pain and stiffness of his 
hands. He had also noticed during the interval a 
beginning stiffness in his knees. This was particu- 
larly noticeable after a full day’s work. In addi- 
tion, he had noted some stiffness in his elbows with 
a peculiar grating, scraping sensation on function 
which felt as if some foreign body were present. 

Physical Examination: The patient showed no 
change in his general physical appearance except 
that he gave the impression of rather marked weight 
loss. Temperature 98.6°, pulse rate 80 per minute, 
weight 124 lbs., blood pressure 100/60. 

Joints: The proximal interphalangeal joints con- 
tinued to show swelling without redness or heat 
and there was possibly some moderate increase in 
He still showed no involve- 


The patient was read- 


stiffness in these areas. 
ment of either the distal interphalangeal or the 
metacarpal phalangeal joints. Interestingly enough, 
the interosseal muscle of the hands showed no evi- 
dence of wasting. The elbows appeared slightly 
enlarged without redness, tenderness or increased 
pain. 

Peripheral Vessels: There was still a marked 
degree of thickening and some beginning tortuosity 
of the peripheral vessels particularly noted in the 
brachial arteries. The retinal vessels did not ap- 
pear abnormal. Examination of the heart was nega- 
tive and there ‘were no other positive objective 
findings. 

Laboratory Data: 
urinalyses, and serological tests were negative. Blood 
Chemistry: Blood calcium 9.1 mg. Blood phos- 
phorus 3.6 mg. Electrocardiogram: Rate 80, PR 
12, Rhythm regular, P-waves normal, QRS normal, 
T-waves diphasic in Lead 3. Interpretation: Nor- 
mal Electrocardiogram. 


Hospital Course and Treatment: 
the patient had not followed his ketogenic diet nor 
taken his ammonium chloride with regularity dur- 
ing the interval between the hospital periods, it was 


Again routine blood counts, 


Inasmuch as 
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decided to continue him on this therapy for the 
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MILLER, PETER (1773-1848): An essay on the means of lessening the pains of 
parturition. Philadelphia: Printed for the author by Hugh Maxwell, 1804. 38 p. 


25.5 Cie. 


This graduation thesis is dedicated to Philip Syng Physick, M.D. fittingly enough, 


for the 


“Father of American Surgery” was a great believer in the relaxing effect of 


blood-letting. Dr. Miller’s thesis is an amplification of Dr. Benjamin Rush’s letter 
on the same subject that is to be found in the 6th volume of the Medical Repository 


(p.26). 








There is nothing concerning Dr. Peter Miller in the usual medical biographies. Dr. 
W. B. McDaniel, II, the Librarian of the College of Philadelphia, has kindly fur- 
nished me the following account, taken from the History of Blockley, (Philadelphia. 
Davis. 1929. pp. 430-31) “Dr. Miller was born December 26, 1773 and was graduated 
from the medical department of the University of Pennsylvania in 1804. In 1805 he 
was elected a member of the Medical Staff of the Philadelphia Hospital, serving until 
1811 when he was transferred to the Surgical Staff, a position he continued to hold 
until 1822. 

“Tt is presumed that he practiced in Philadelphia as he died in Philadelphia, being 
buried from his late residence, the house of Mrs. Welling, No. 161 Chestnut Street, 
below Fifth. His death occurred on Tuesday evening, May 16, 1848, after a painful 
illness. He was buried in Laurell Hill Cemetery.” 
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RHABDOMYOSARCOMA: ITS DISSEMINATION AND RESPONSE TO 
RADIATION 


Jerrery P. Moore, M.D., 
Department of Radiology, Medical College of Virginia, 
Richmond, Virginia. 


Rhabdomyosarcoma is one of the malignant sar- 
comas of soft tissues. This tumor has been re- 
ported in very young infants,* but is more common 
in adults with its greatest incidence around the 
fifth decade. The common sites of origin are the 
skeletal muscles. It has been described, however, 
in other sites, such as the genito-urinary system,’ 
the respiratory tract, the alimentary tract, and the 
brain. Even teratomata are not always free of this 
new-growth.? 

Rhabdomyosarcoma has not been considered a 
frequent malignant tumor of soft tissues, but its 
incidence is so high that it warrants consideration 
every time a growing tumor of soft tissues is being 
biopsied. 

Clinical Course 

The usual complaint that brings the patient to 
seek medical advice is a growing lump in the soft 
tissues. This lump may have been silent for a pe- 
riod of twelve months’ time withcut causing the 
patient any concern until rapid growth or possible 
pain draws the patient’s attention to its existence. 

In the early stage the only positive physical find- 
ings are those limited to the tumor itself. The size 
of the primary growth may vary from a walnut to 
an orange or even larger, depending upon the loca- 
tion and upon how early the subjective symptoms set 
in. On physical examination the tumor is usually 
firm, nodular, and freely movable, i.e., not fixed to 
either the skin or bony structures. 

In the later stages there is dissemination to the 
regional lymph nodes, the lungs, and distant sites 
of muscle tissue. On inspection these distant me- 
tastases may appear similar to the primary growth. 
Ulceration of the skin over the tumor in subcuta- 


neous sites may also be seen. 


Pathology 

Jénnson® credits Bard (1886) with being the 
first to ascribe a myogenic origin to rhabdomyosar- 
coma. Bard classified muscle tumors into two 
groups: the benign or adult muscle tumors, includ- 
ing leiomyomas and rhabdomyomas; and the ma- 


lignant, including the myosarcomas and other em- 
bryonal types. 

This classification encompasses the granular-cell 
myoblastomas, since the malignant tumors of this 
group are those exhibiting a marked degree of 
anaplasia.® 

De and Tribedi,' Stout,’ and Jénnson® empha- 
sized the important fact that striation should not 





Photomicrograph of the primary growth showing the 
pattern of the cells. Some cells are smal] and ~-lymphoid 
in type and others are large and rounded. 


Fig. 1. 


be considered as the criterion in the diagnosis of 
malignant rhabdomyoma, since these cells are ana- 
plastic and undifferentiated, and, as a result, may 
not possess cross striation. The presence of the 
longitudinal myofibrils, however, are of paramount 
significance. In some cases it is possible to demon- 
strate cross striation, or a faint suggestion of 
striated forms, with Heidenhain’s iron hematoxylin 
stain. 

Microscopically, the tumor presents a very varied 
pattern—from cells resembling the primitive em- 
bryonal myoblast to cells of adult type with all pos- 
Different parts 
of the same tumor may show different patterns, 


sible variations and combinations. 


and the metastases may be quite different from the 
primary tumor. These observations led De and 
Tribedi! to classify them according to morphology 


into tumors composed of: 














1. Cells devoid of striation. 

Non-striated cells and cells with commencing 

striation. 

3. Round cells, spindle cells, and undifferen- 
tiated embryonic striated muscle cells. 

4. Fully differentiated adult muscle cells. 


bo 





Fig. 2.—Another view of the primary growth showing ribbon, 
squash, and round cells. Note the longitudinal striations 
in some cells, and the granular cytoplasm of the rounded 
cells. 

Characteristic areas of sections of rhabdomyosar- 
comas show, microscopically, strap or ribbon cells, 
squash cells, and giant cells.'4°-* The cytoplasm is 
strongly acidophilic and finely granular. The rib- 
bon cells have one or more nuclei, which are often 
arranged in tandem and, in the case of the squash- 





Note the large vesicular 
nuclei with coarse chromatin and prominent nucleoli. The 
tumor cells show marked pleomorphism. 


Fig. 3.—Pulmonary metastatic foci. 


shaped cells, are seen at one end. Cross striations 
may be seen, but longitudinal myofibrils are more 
often found. The giant cells vary in structure and may 


centain one large lobulated nucleus or several irregu- 
larly shaped nuclei. The giant cells often give a clue 
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to the origin of the tumor, as they frequently resem- 


ble regenerating muscle. Small rounded cells with 
a large nucleus are occasionally seen and are indica- 
tive of the degree of anaplasia, since these are primi- 


tive myoblasts.!4 





The results of irradiation therapy in the peri-rectal 
Note the edema and destructive changes 
as well as the vascular damage. 


Fig. 4. 

metastatic mass. 

Houette (1929),4 in discussing rhabdomyosar- 
comas of the bladder, gives a detailed description 
of the blastema cells of Masson. These cells, from 
which all the muscular elements of the tumor are 
derived, are about the size of large lymphocytes 
but have paler nuclei and delicate chromatin net- 
works. In their evolution they undergo change. 
The cells elongate and become paler with the finely 
granular cytoplasm concentrated toward one pole 
of the nuclei. After further development the cyto- 
plasm grows in the long axis of the cells and appears 
to fuse with the nuclear membrane on the sides of the 
nuclei. Later still, the cytoplasm becomes a _rib- 
bon or band, still retaining its granularity. Stria- 
tions may or may not appear at any time. Longi- 
tudinal myofibrils usually appear in these band 
cells. 

De and 
under different terminology. 


Tribedi! confirmed Masson’s findings 
They described the 
development of the precursors of skeletal muscle tis- 
sue, the myoblasts, through the stages of round cells, 
elongated spindle cells, and finally striated cells. 
In their series of cases, tumors called rhabdomyoma 
sarcomatodes are composed of round cells, spindle 
cells, and embryonic muscle cells. 

Stout,? who has undoubtedly the largest collec- 
tion of cases and references, has suggested the fol- 
lowing nomenclature for smooth muscle cell tumors: 


and leiomyosarcomas (ma- 


(benign) 


leiomyomas 
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lignant); and for striated muscle tumors: granular 
cell myoblastomas (benign to malignant), rhabdo- 
myomas of heart muscle, rhabdomyosarcomas, and 
undifferentiated myosarcomas. 





Figs. 5 and 6.—Show the irradiation effects on tumor cells 


of fig. 4. Note the ghost cells, edema, pyknosis, karyorr- 
hexis, and karyolysis. 
the affected cells. 


There is swelling and shrinkage of 


This classification is very practical, as it satis- 
fies the pathologist and, at the same time, is of in- 
valuable help to the treating physician. 


Radiosensitivity 

Many authors have failed to include a description 
of the specific effects of irradiation on rhabdomyo- 
sarcomas. Viets and Wittenborg™ have described re- 
lief of pain in a metastatic lesion in the spine. Stout* 
reported reduction in size of a tumor following 
radium packs. Eisenberg’s case? showed a marked 
regression of the metastatic nodules in the lungs 
following x-ray therapy. A follow-up of this case 
after three years revealed a downhill course and 
death of the patient four years after establishment 
of the diagnosis. 
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Jénnson* feels that rhabdomyosarcomas show in 
significant sensitivity to x-ray or radium therapy. 

The purpose of this paper is to show that irradia 
tion therapy of the metastatic lesions of rhabdomyo- 
sarcoma results in a considerable amount of re 
gressive and destructive changes in the neoplasti 
process without affecting a cure. 


CasE REPORTS 

Case 1. W. J., a colored male, aged 48, was first 
admitted to the hospital on March 29, 1938. He 
had noticed a small, firm, painless nodule on th: 
posterior aspect of his left arm halfway between 
his shoulder and elbow. This had been present for 
almost a year’s time. On admission the tumor was 
about three inches in diameter and was described 
as firm and nodular. On May 5, 1938, the tumor, 
which seemed to be encapsulated, was removed from 
the triceps brachii. A film of the chest at this tim« 
revealed no metastases. Following operation, he was 
given a total of 1500 r, measured in air, to the 
arm through one anterior and one posterior portal, 
using the following factors: 200 KV., a filter of 
2 mm. Cu., 1 mm. Al., having a HVL of 1.7 mm. 
Cu., 25 MA., and a distance of 50 cms. Following 
x-ray therapy, the patient was discharged. 

He was again admitted on September 18, 1940, 
with a complaint of chest pain. Roentgenogram re- 
vealed two nodules in the left lower lung, one 6 x 5 
cms. and the other 5.5 x 3.5 cms. A total of 5200 r 
was given through three portals to the chest us ng 
the same factors given above. Re-examination of 
the chest showed the nodules less sharply defined. 
The patient was released from the hospital. 

On February 14, 1941, the patient was admitted 
in an emaciated state with nodules in the skin over 
the occipital region and the chest. A roentgenogram 
showed new lung metastases with an increase in 
the size of the previous ones. There was also a 
nodule just above the operative scar on the left arm. 

The patient died on February 23, 1941. Permis- 
sion for autopsy was not granted. 

Microscopic Diagnosis: Rhabdomyosarcoma. 
Cross striations were faintly shown with Heiden- 
hain’s iron hemotoxylin. 

Case 2. A. J., an 18-year-old colored male was 
admitted to the hospital on June 11, 1940, because 
of a tumor on the posterior aspect of the inner, 
upper left thigh. This mass had been noticed six 
months previously after which it had increased in 
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size for six weeks before stopping. An indurated 
mass 6 x 8 cms. was present on examination, which 
mass was tender and freely movable. This tumor 
was removed on June 22, 1940, and three weeks 
later a small nodule was removed from just below 
the incision. Inguinal nodes were palpable. A 
film of the chest showed no evidence of metastases. 
During the next five weeks the patient received a 
total of 9000 r. The patient was released from the 
hospital. 

On September 10, 1940, the patient was re-ad- 
mitted to the hospital with a firm nodular mass 1 
cm. in diameter located in the posterior left upper 
thigh with sloughing of the overlying skin. The 
chest again showed no lesions typical of metastatic 
new growth. The patient was discharged to his 
home where he died on October 7, 1940. Permis- 
sion for postmortem examination was refused. 

Microscopic Diagnosis: Rhabdomyosarcoma. Cross 
striations were faintly seen on sections stained with 
Heidenhain’s iron hemotoxylin. 

Case 3. C. S., a white male aged 54, was ad- 
mitted to the hospital on September 8, 1942, with 
a complaint of a bluish fungating growth on his 
right temple 2 to 3 cms. in diameter. On a previous 
admission in July, 1942, this patient had sternal 
marrow studies, on which basis a diagnosis of 
chronic lymphatic leukemia had been made and the 
patient had received symptomatic x-ray therapy for 
this disorder from July 22, 1942, to August 1, 1942. 

On September 16, 1942, the growth was removed 
and skin from the thigh was grafted to the opera- 
tive site. Pre-operative x-ray therapy of 3000 r was 
given to the growth, using the following factors: 
100 KV, 5 MA, 20 cms. distance and no filter. 
Shortly after operation thé patient was discharged. 

He was admitted again on July 3, 1943, with 
slight fever and with enlarged cervical nodes on the 
right side of the neck. The spleen and the liver 
were palpable. X-ray therapy of 1000 r was given 
to the cervical region in divided doses. The patient 
was discharged from the hospital in an improved 
condition on July 21, 1943, and attempts to follow 
this patient have met with failure. 

Microscopic Diagnosis: 1. Rhabdomyosarcoma. 
Cross striations were faintly visible with iron hemo- 
toxylin stain. 2. Chronic lymphatic leukemia. 

Case 4. S. J., a white male aged 32, was first ad- 
mitted to the hospital on June 14, 1948, with a 
granulating mass in the right axilla. In August of 
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1947 the patient had noticed an olive-sized mass, 
in the same location, which seemed to be increasing 
in size. An attempt at removal had been done 
elsewhere in April of 1948. The patient stated 
that a mole-like growth had been removed from his 
right arm in March of 1947. 

The axillary mass measured 4x 4x2 cms. and 
was protruding through the previous operative in- 
cision. It was described as reddish brown in color 
and lobulated. On June 18, 1948, the tumor was 
partially removed by cautery. Within a few days 
a walnut-sized mass was felt in the soft tissues 
near the right posterior ischium. A film of the 
chest did not reveal metastases. 

Enzyme block therapy was begun on June 17, 
1948. Nodules appeared in the soft tissues of the 
left arm, and the axillary mass by August 4, 1948, 
measured 10 x 10 cms. 

A lemon-sized mass could be felt pushing into 
the rectal wall. To this latter lesion was given ir- 
radiation (x-ray) of 2650 r in divided doses, us- 
ing the following factors: 190 KV, 20 MA, 50 cms. 
distance and a filter of 4% Cu. 1 AIl., having a 
HVL of .9 mm. of Cu. This produced a regression 
in the size of the mass and a relief from the pain 
in this area. 

The patient’s general course was downhill, and 
he died on August 17, 1948. An autopsy was per- 
formed. 

Microscopic Diagnosis: (Section from tumor re- 
moved on June 19, 1948) Rhabdomyosarcoma. 
Faint cross striations were demonstrated on sec- 
tions, using the iron hemotoxylin stain of Heiden- 
hain. 

Autopsy: Metastases were found in the right an- 
terior chest wall, the pleura of both lungs, the 
parenchyma of both lungs, retro-peritoneal lymph 
nodes, and in the peri-anal nodes. 

A section was made of the peri-anal mass which 
had received x-ray irradiation and microscopically 
showed the following: There were few cells. Ghosts 
of cells where noted with degenerating nuclei. Some 
while others showed 
pyknotic or karyorrhectic nuclei. The nuclei of 
some of the tumor cells showed vacuolization. The 
cytoplasm was swollen, pale, granular, and ill de- 
fined. There was edema present. The blood ves- 
sels were thrombosed and inflamed. The endothelial 


cells contained no nuclei 


lining was destroyed in some areas. 
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SUMMARY 

Four cases of rhabdomyosarcoma have been pre- 
sented. Heidenhain’s iron hemotoxylin stains were 
made in all cases to demonstrate cross striation in 
the tumor cells. All of the cases received x-ray 
therapy with definite regression of metastatic nod- 
ules in all but one case, though of short duration. 
Tumor destruction was demonstrated in one case 
by microscopic examination of one of the metastatic 
lesions. Two cases had a life duration of less than 
one year. One case lived thirty-four months, and 
the remaining case was alive with recurrence ten 
months after x-ray therapy. 


The author wishes to express his appreciation to 
Dr. Philip Sahyoun of the Department of Pathol- 
ogy and to Miss Florence Herold for her prepara- 
tion of the microscopic sections. 
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Faulty Eating and Heartburn. 


Heartburn, the burning discomfort associated 
with digestive upsets, is often caused by faulty eat- 
ing habits and emotional disturbance and tension, 
say two Philadelphia doctors. 

Writing in the January 29th issue of The Jour- 
nal of the American Medical Association, Henry J. 
Tumen, M.D., and Edwin M. Cohn, M.D., of the 
Graduate School of Medicine, University cf Penn- 
sylvania, and the Jewish Hospital, point out that 
heartburn is not a symptom of ulcer or “‘overacidity” 
of the digestive system. 

Nearly three fourths of the 46 patients treated for 
heartburn by the doctors found that the discomfort 
periods of emotional 


was worse during strain. 


Thirty-four of the group were substantially im- 
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proved by a program of education in eating habits 
and discussion of emotional and personality prob- 
lems. 

Patients were advised to eat slowly and at prop- 
erly spaced meals and to avoid the habits of get- 
ting most of the day’s food at one large meal, drink- 
ing excessive fluids with meals, and eating foods 
that seemed to cause heartburn. 

Although foods described by patients as causing 
the condition were mostly fats, sweets, and spices, 
the specific foods to be avoided vary with the in- 
dividual, the doctors emphasize. Coffee, 
cabbage, and chocolate were found to be outstand- 


onions, 


ing examples of such specific foods. 

Swallowing air in drinking carbonated beverages 
or in chewing gum may be a contributing factor to 
heartburn, it is suggested. 
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RADIUM THERAPY FOR LYMPHOID HYPERPLASIA OF THE NASOPHARYNX* 


GrorceE N. TuHrirt, M.D., 


Richmond, Virginia. 


Heinicke in 1904! showed experimentally that 
lymphatic tissues are radiosensitive. A sensitive 
tissue as defined by Burnam? is one which is se- 
verely changed both macro- and microscopically by 
doses of irradiation which produce little or no 
change in surrounding tissues. Drs. Burnam and 
Crowe® took advantage of this radiosensitive qual- 
ity of lymphoid tissue when determining the strength 
and dosage of their radon and radium applicators. 
The variable factor, the time of exposure, and in- 
tervals between treatments were calculated to 
atrophy the lymphoid tissue without injury to nor- 
mal structure. 

Removal of hyperplastic lymphoid tissue may be 
used to maintain or establish the patency of the 
eustachian tubes, to remove a focus of infection or 
a locus of potential infection. 

Drs. S. J. Crowe and Guild'**6 have greatly ad- 


vanced our knowledge of deafness, a smal] part of 
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*Read before the Richmond Academy of Medicine, 
April 27, 1948. 


which is represented by their study of eustachian 
tube obstruction due to lymphoid hyperplasia in 
the nasopharynx. This work was begun in 1925 and 
has developed many interesting contributions. 
The patency of eustachian tubes, when disturbed 
by a partial or complete obstruction initially pro- 
duces a loss of hearing found only in 8,000 to 
11,000 d. v., the high tones. If obstruction is tem- 
porary, the hearing returns to normal. However, if 
the obstruction is frequently repeated or persists 
over a long period of time the hearing loss remains. 
The end result is an irreversible hearing loss. Patho- 
logically there is initial swelling of the middle ear 
mucosa. The pars flaccida of the ear drum may now 
show retraction. The tympanic mucosa becomes 
myxomatous and thickened with retraction of the 
ear drum. If of long standing, the ear drum ap- 
pears thickened. Myxcomatous changes in the mid- 
dle ear cavity are followed by fibrosis and inter- 
ference with the movements of the ossicles. 


Apparently all types of defective hearing rep- 
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resented by lesions of the middle and inner ear 
found in the adult are also found in children be- 
tween eight and fourteen years of age. The hear- 
ing defect in children was thought to be the be- 
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ginning of deafness in the adult and the treatment 
as in cancer should begin during the early stages in 
order to prevent or correct irreversible deafness. 
Patent eustachian tubes are essential for normal 
hearing. Obstructing adenoids should be removed. 
Even then, after a clean adenoidectomy a propor- 
tion of the children have a recurrence of hyper- 
plastic tissue causing partial or complete obstruc- 
tion to the eustachian tubes with hearing impairment. 
Lymphoid tissue is an integral part of the mucosa 
in this region and it is impossible to remove it 
completely. It is presumed that some stimuli poorly 
understood, perhaps infections, endocrine disturb- 
ances, or allergies are sufficient to stimulate dormant 
lymphoid tissue to hypertrophy. 

Aberrant tissue located around or in the eusta- 
chian tubes is often affected. In a group of 1,365 
Baltimore school children who were thought by their 
parents and teachers to have good hearing, 36.3 per 
cent showed high tone losses. Approximately 18 per 
cent had some impairment for high tones as a re- 
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sult of lymphoid hyperplasia after adenoidectomy. 

Lymphoid tissue is more susceptible to infection 
than other tissues which make up the structures of 
the nose and pharynx. The lymphatic tissue acts 
as a locus of potential infection in the nose and 
throat. When once chronically infected this tissue 
becomes a focus of infection. In both instances ad- 
jacent structures are frequently infected by contin- 
uity, the ears, the sinuses, and the larynx. Distress- 
ing symptoms relative to the pharynx which result 
from chronic pharyngitis are frequently complained 
of bitterly. The lymphoid tissue in the nasopharynx, 
follicles and lateral bands on the posterior walls 
are incriminated. Their removal gives relief. Dis- 
eased lymphoid tissue in the nasopharynx has been 
connected with allergy, with favorable reports by 
some observers—Crowe, Proctor, and Gay—follow- 
ing irradiation. 

INSTRUMENTS 

The instrument used’ is a seven inch nasal ap- 

plicator with a monel metal tubular chamber 15 
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mm. in length with an inside diameter of 1.6 mm., 
a wall thickness of 0.3 mm., and an outside diame- 
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ter of 2.3 mm. The chamber contains 50 mm. of 


radium sulfate. The absorption capacity of the 














filter is proportional to its density. Practically all 
the Beta rays are absorbed by the tissues of the 
nasopharynx. About 75 per cent of the Beta rays 
are absorbed in the first 3 mm. of tissue, but 6 to 
7 per cent of the hard Beta rays are still detect- 
able after passing through 20 mm. of tissue. In 
contrast, less than 10 per cent of Gamma rays are 
absorbed. The strength of the Gamma rays is in- 
versely proportional to the square of the distance. 
Therefore, at 20 feet the Gamma rays would be one 
four hundredths of the strength as compared with 
the strength at one foot. 


METHOD OF APPLICATION 

A 10 per cent solution of cocaine is swabbed 
along the floor of the nose to the nasopharynx. The 
radium applicator is inserted through the inferior 
meatus into the nasopharynx and gently held against 
the lateral wall of the nasopharynx. The naso- 
pharyngoscope is advantageous in placing the in- 
strument so that.the side of the cylinder will con- 
tact the tissue to be removed. There is very little 
emanation from the tip of the radium applicator; 
careful placing is advantageous. The present time 
of dosage’ is twelve and one-half minutes on each 
side of the nasopharynx, at two week intervals, for 
three treatments. Then after three months the pa- 
tient returns for a final examination. If the symp- 
toms persist and lymphoid tissue remains, more 
therapy may be necessary. The nasopharyngoscope 
is an instrument which allows a direct view of the 
nasopharynx and of the eustachian tube mouths. 
It is indispensable in this work. The tuning fork 
has been supplemented by the audiometer, both of 
which are used for hearing cases. 


RESULTS 

Mikell® reported 163 cases of aerotitis treated in 
the Twelfth Air Force. These patients received 
three treatments and were followed for thirty days. 
89 per cent were subjectively improved and 80 
per cent showed a gross objective improvement. 
Hendricks and Lieberman® treated 778 men with 
hyperplastic lymphoid tissue. It was found that 
aerotitis after high altitude flights occurred twice as 
frequently as in a controlled group of 922 men with 
eustachian tube orifices clear of lymphoid tissue. 
After treatment the two groups became practically 
identical. 54 per cent showed subjective improve- 
ment. Boies!’ in 1946 reported 75 private cases of 
whom 73 per cent recovered normal hearing after 
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treatment with the radium applicator. Proctor" in 


1947 reported a series of cases with similar results. 
He also mentions improvement in asthmatic cases. 
My cases comprise 65 cases treated, with 32 com- 
pleted. Objectively 80 to 85 per cent were improved 
and subjectively 70 to 75 per cent. Individuals 
varied greatly in their responses. My greatest dis- 
appointment was in the children treated. It is my 
belief that where a large amount of tissue is pres- 
ent adenoidectomy should precede the use of the 
radium applicator. Apparently the slow response in 
children was due to the selection of cases with too 
much tissue in the nasopharynx. However, all 
showed improvement and some showed dramatic im- 
provement. No complications occurred. 


CONCLUSIONS 

1. The radium applicator is safe if used accord- 
ing to directions. 

2. Where a large amount of lymphoid tissue is 
present, operation before the use of radium may be 
the method of choice. 

3. Radium therapy is a useful method of re- 
moving hyperplastic lymphoid tissue. 


BIBLIOGRAPHY 

1. Crowe, S. J., and Burnam, Curtis F.: Recognition, 
Treatment and Prevention of Hearing Impairment 
in Children. Annals Otol., Rhinol: and Laryng. 
50:15-21, March, 1941. 

2. Burnam, Curtis F.: Irradiation Therapy of Hyper- 
plastic Lymphoid Tissue. Laryngoscope 50:663- 
670, July, 1940. 

3. Burnam, Curtis F.: General Factors in Irradiation 
Therapy. Annals Otol., Rhinol. and Laryng. 55: 
765-788, 1946. 

4. Guild, S$. R.: Impaired Hearing in School Children. 
Laryngoscope 50:731-746, August, 1940. 

5. Crowe, S. J.: The Local Use of Sulfadiazine Solu- 
tion, Radon, Tyrothricin, and Penicillin in Oto- 
laryngology. Annals Otol., Rhinol, and Laryng. 
53 :227-241, June, 1944. 

6. Crowe, S. J.: Irradiation of the Nasopharynx. An- 
nals Otol., Rhinol. and Laryng. 55:779-788, 1946. 

7. Crowe, S. J.: Change in Technique for Monel Metal 
Radium Applicator Used in the Treatment of Hy- 
perplastic Lymphoid Tissue in the Nasopharynx. 
Reprint from a letter by Dr. Crowe to the Radium 
Chemical Company, of New York City. June 19, 


1947. 

8. Mikell, John S.: The Use of Radium in Aerotitis 
Control Program in the Twelfth Air Force. Aznnals 
Otol., Rhinol. and Laryng. 54:708-715, 1945. 

9. Hendricks, John E., and Lieberman, Alfred T.: Ac- 
tivities of the Irradiation Clinic at Westover Field, 








bho 
+ 
bo 


Mass. Annals Otol., Rhinol. and Laryng. 54:662- 
683, 1945. 

10. Boies, Lawrence R.: Irradiation of the Naso- 
pharyngeal Lymphoid Tissue: An _ Evaluation. 
Arch. Otolaryng. 44:129-140, August, 1946. 


VirGINIA MEpIcAL MONTHLY 


| May, 

11. Proctor, Donald F.: Irradiation Therapy for Re- 
moval of Adenoid Tissue. Arch. Otol. 45:40-48, 
1947. 


510 Medical Arts Building. 





Overweight and Diseases. 

Overweight is a serious menace to health because 
it appears to increase the incidence of many dis- 
eases, according to three Rochester, Minnesota, re- 
searchers, 

Writing in the January 8th issue of The Journal 
of the American Medical Association, Clifford F. 
Gastineau, M.D., of the Mayo Foundation, and Ed- 
ward H. Rynearson, M. D., and Alice Karslake 
Irmisch, M.S., of theMayo Clinic, say that between 
the ages of 45 and 50 years, 25 pounds of excess 
weight results in an increase of 25 per cent in 
mortality. 

“Greater degrees of overweight are a correspond- 
ingly greater hazard to life and health,” they point 
out. “Overweight has been found to be associated 
with an increased incidence of high blood pressure, 
diabetes, cancer, heart disease, kidney disease, hard- 
ening of the arteries, liver disease, and varicose 
veins.” 

Emotions, training and habit “exert a consider- 
able influence” in determining whether people over- 
eat or undereat, they say, adding: 

“Investigations of the lean and fat by a number 
of psychiatrists have suggested a strikingly high in- 
cidence of psychologic aberrations. The apparently 
increased incidence of neuroses in association with 
obesity or leanness may be open to some question, 
since most such investigations havé not included 
psychiatric studies of persons of normal weight for 
control purposes. 

“Glandular disorders are rarely a cause of either 
pronounced obesity or leanness. 

“It is difficult to hazard a guess whether in- 
heritance or environment exerts the greater influence 


on eating habits. If mother prides herself on setting 
a good table, if dad eats heartily and with obvious 
enjoyment, if the household attitude and feeling is 
that good food in generous quantities is the end and 
purpose of life, it is not surprising that an entire fam- 
ily may become obese without the mediation of he- 
redity. Imitation of elders and attitudes acquired in 
childhood may govern eating habits in later life.” 

In general, the best way to get rid of excess weight 
is to eat less, the researchers indicate. Several medi- 
cines which have been used for reducing accomplish 
little, and massage, local applications of heat, and 
exercise have no effect on local deposits of fat, they 
say. 

Aureomycin for Nonbacterial Pneumonia. 

Aureomycin, the new golden-colored antibiotic 
drug, is effective against pneumonia of a type which 
resists penicillin and sulfa drug therapy. 

The cause of this disease, primary atypical non- 
bacterial pneumonia, is not known. Only during 
World War II was it differentiated from similar 
lung infections caused by specific viruses and rick- 
ettsiae. 

Writing in the January 29th issue of The 
Journal of the American Medical Association, 
Emanuel B. Schoenbach, M.D., and Morton S. 
Bryer, M.D., from the Department of Preventive 
Medicine, Johns Hopkins University School of 
Medicine, Baltimore, report that they gave aureomy- 
cin by mouth to 13 patients with this type of pneu- 
monia. Twelve of these patients were severely ill. 

Two of the group were clear of fever in 12 hours, 
and in no case did the fever last more than 72 hours 
after the drug was given. All 13 patients recovered. 
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TRANSURETHRAL RESECTION AND THE NEUROGENIC BLADDER* 


MAXWELL MALAMENT, M.D.. 
and 
R. Cart Bunts, M.D., 
Veterans Administration Hospital, 
Richmond, Virginia. 


Although it is more than three years since the end 
of World War II, the number of patients with 
spinal cord injuries dependent on suprapubic or 
urethral catheter drainage is still quite high. They 
present a problem to the medical profession as a 
whole and especially to the urologist, whose fore- 
most purpose is to aid in developing a functioning 
bladder simulating normal micturition. The high 
mortality among these cases in 1914-18 was due 
largely to urosepsis. 

The cord bladder passes through two stages: first, 
paralysis, and then a period of recovery. The first 
phase, also known as “spinal shock”, may last from 
a few Nesbit recently 
demonstrated that the bladder in this stage retains 
its muscular tone but the afferent detrusor impulses 
are absent. The bladder, therefore, does not empty 
flaccid 
bladder. Indwelling urethral catheter or suprapubic 


hours to several months. 


and overdistention results in an atonic, 
drainage is used during this phase with the ad- 
dition of tidal drainage when feasible. 

The second stage, or period of recovery, is 
marked by hypertonicity with the appearance of 
incomplete, inefficient bladder contractions. For 
practical clinical purposes, an automatic functioning 
bladder then follows if the spinal lesion is above the 
If the le- 


sion involves the reflex centers themselves or the 


level of the micturitional reflex centers. 


cauda equina, then an autonomous functioning 
bladder will develop. 

The automatic or reflex bladder, in the majority 
of cases, has efficient contractions, with a capacity 
usually of 200 to 300 cc. emptying about every two 
to four hours. The detrusor muscle fibers are hy- 
pertrophied and as the fibers of the bladder neck 
are an extension from the detrusor muscle, one 
can expect to find the same hypertrophic changes 
present in the internal sphincter. In a large per- 





*From the Urologic and Paraplegic Sections, Veterans 
Administration Hospital, Richmond, Virginia. Published 
with permission of the Chief Medical Director, Depart- 
ment of Medicine and Surgery, Veterans Administration, 
who assumes no responsibility for the opinions expressed 
or conclusions drawn by the author. 





centage of the cases the detrusor becomes powerful 
enough to expel the urine with only a small residual, 
but in the remaining cases the muscular internal ring 
becomes obstructive, resulting in a high residual 
urine. This obstructive element produces a marked 
trabeculation of the bladder wall with saccule for- 
mation. The residual urine present, with secondary 
infection results in further, stimulation of the blad- 
der musculature. 

The autonomous bladder displays frequent in- 
efficient contractions with a much smaller capacity, 
expelling urine about every 30 minutes to 1 hour. 
The detrusor is markedly hypertrophied and, as 
might be expected, the changes noted above are in- 
tensified with the more frequent occurrence of a 
residual urine, severe cystitis, bullous edema, and 
occasionally inflammatory papillomata. 

Although there has been a loss of sensation there 
are several objective signs and symptoms of bladder 
neck obstruction, such as: 

(1) Elevated residual urine. 

(2) Extreme pyuria, due to severe cystitis. 

(3) Stress incontinence, due to the high residual 
urine and fixation of the bladder neck. Any motion 
or straining, as sitting up, laughing, sneezing, re- 
sults in an involuntary loss of urine. 

(4) Difficulty in voiding. The patient must 
exert strong abdominal pressure in order to expel 
any amount of urine. 

(5) The patient is unable to void spontaneously, 
although cystometric studies reveal a capable detrusor. 

The experimental work of Denny-Brown and 
Robertson on the physiology of micturition sug- 
gested new concepts for the treatment of the cord 
bladder. In 1935, Braasch and Thompson first 
advocated resection of the hypertrophied vesical 
neck in neurogenic bladders, and at this time 
Emmett described a balance of power existing be- 
tween opposite forces, namely, the detrusor for ex- 
pelling the urine and the obstructive internal orifice 
resisting the expulsion of urine. Thus resection of 
the vesical neck weakened the obstruction, result- 
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ing in a diminished residual urine. There is still 
a difference of opinion as to the presence of a true 
mechanical obstructing factor and the need for 
transurethral resection in these cases. Munro, 
Prather and others have rarely found it necessary. 
On the other hand, Thompson, Bumpus and Nourse 
performed transurethral resection of hypertrophic 
tissue on 79 service men with neurogenic bladders. 
Urologists at the other paraplegic centers of the 
VA have found it necessary to remove obstructing 
tissue in 154 cases out of a total of 1,659 patients 
with neurogenic bladders. Emmett, who has car- 
ried out resections in 65 civilian paraplegic cases, 
is of the opinion that many more are in need of the 
procedure. Before any operative intervention is 
undertaken cystometric studies of the detrusor func- 
tion and contraction potential should be observed. 
If efficient emptying contractions are not present, 
the resection will not be of benefit. 

The indications for transurethral resection have 
been: 

(1) Persistent high residual (over 50 cc.). 

(2) Cystometric recording of good detrusor 
function. ; 

(3) Bladder neck obstruction or rigidity. 

Occasionally on cystoscopy the internal sphincter 
does not appear to be unusually hypertrophied. This 
has been noticed in several cases where marked 
chronic infection with scarring has produced a 
fixed fibrous bladder neck. 

The operative technique is patterned after the 
recommendation of Thompson, who suggested that 
tissue be resected from the entire circumference of 
the vesical neck, the resected portion extending 
distally to the verumontanum. Only a small amount 
of tissue need be removed in most cases and it is 
believed that the operation is more successfully 
performed in stages if extensive bleeding is en- 
countered. It has been noted that bleeding is much 
less during a repeat resection and it is surprising 
at times to observe the considerable amount of re- 
sectable tissue left behind. When anesthesia has 
been necessary, sodium pentothal has been used. 
The average weight of the tissue removed at one 
resection has ranged from 1 to 6 gms. On patho- 
logical examination the usual findings are fibro- 
muscular tissue surrounding tubuloalveolar glands 
with a moderate round cell infiltration in the fibrous 
tissue indicating chronic inflammation: 


Postoperative complications have been: 


(1) Delayed hemorrhage. This has occurred in 
4 cases, or 7 per cent, and usually between the Sth 
and 14th day. One patient required secondary 
fulguration. 

(2) Epididymitis. This has appeared in 5 cases 
or 8.8 per cent, post-operatively. As 95 per cent of 
the patients are still young men and in spite of the 
doubtful sexual function, vasectomies have not been 
done as it is felt it would be detrimental to their 
morale. If this were done, it is probable that the 
occurrence of epididymitis might have been reduced. 
Furthermore, most every bladder operated upon is 
infected to some degree with aerobacter aerogenes, 
pseudomonas aeruginosa, E. coli, proteus, or other 
gram negative bacilli. This, too, of course, plays 
an important part in the incidence of epididymal 
involvement. It has been noticed that the para- 
plegic patients, either when undergoing major sur- 
gical procedure or when ill with infectious diseases 
as influenza, hepatitis, epididymitis, etc., may lose 
their bladder control or carry a high residual urine, 
or both. 


Total cases—57 
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There have been 280 admissions to the cord 
injury section of this hospital in two years, and 57 
cases, or 20.4 per cent, have had bladder neck re- 
sections. Four have had two resections and three 
have had three. Fifty of the 57 cases had trau- 
matic lesions of the spinal cord, and the remaining 
seven were due to other diseases of the cord. Of 
the 57 cases, 49 have shown marked improvement. 
The remaining eight cases still have an indefinite 
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status. One patient has developed extensive decubiti 
and remains on urethral catheter drainage; one re- 
fuses a second resection; four have improved slightly 
and may need a repeat resection; the remaining 
two have developed bilateral hydronephrosis and 
it was thought best to continue with catheter drain- 
age. Twelve of the 57 cases had partial cord le- 
sions, all of ‘which were below the level of D-12 
and showed varying degrees of bladder involvement. 
Of 154 transurethral resections performed in other 
Veterans Administration Hospitals, 124 cases, or 
80.5 per cent, showed good results. 


There is no desire to leave the impression that 
all neurogenic bladders require transurethral re- 
sections. As mentioned before, only 20 per cent of 
the cases at this hospital have had resections. Nor 
is there any adherence to the opinion that the use 
of tidal drainage alone will (in every case) result 
in the development of an automatic or autonomous 
bladder with a residual less than 50 cc. Resections 
should not be done until efficient detrusor contrac- 
tions are present, as determined by repeated cys- 
tometric studies, along with definite obstruction, as 
indicated by a high residual urine. The percentage 
of resections in this series may seem too high, but 
it should be recalled that these patients are war 
casualties with long standing indwelling suprapubic 
or urethral catheters, and chronic infected bladders. 

Many of the patients with obstructive necks have 
attacks of 
transurethral resection there has been a definite re- 


had recurrent pyelonephritis. Since 
duction of these attacks. At the same time, reports 
show that there has been a diminution of the num- 
ber of pus cells in the urine. In spite of all therapy, 
including antibiotic, chemotherapy, and acidula- 
tion, bacillary flora was still present in urinary 
Of the 57 cases, 10, or 18.8 


per cent, had recurrent bladder calculi (egg shell 


cultures in most cases. 


type) prior to transurethal resection and only 3, 
or 5.3 per cent, have developed bladder stones 
since. Many of these patients have declared that 
they can void with less straining and that the 
stress incontinence has been reduced or is com- 
pletely absent. Cystoscopic examination has in 
several cases shown a decrease in the degree of 
trabeculation. No recurrent hypertrophy of the 
neck has been noted in patients inspected twenty 
months after resection. Several bladders, both au- 


tonomous and automatic, have developed an in- 
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creased capacity due to the subsiding cystitis. Sev- 


eral have been able to sleep through the night 
without voiding. As a secondary aid after transure- 
thral resection, several patients with high lesions 
producing complete paralysis of the lower abdomi- 
nal muscles have been able to reduce their residual 
urine by wearing an abdominal belt while voiding. 
The intra-abdominal pressure transmitted to the 
bladder in these cases aids the detrusor in express- 
ing urine. 
SUMMARY 

(1) Of 280 neurogenic bladders, 57, or 20.4 per 
cent, had transurethral resection for hypertrophy of 
the internal sphincter. 

(2) 


contraction with inability to void spontaneously or 


Cystometric records of efficient detrusor 
with a high urinary residual were prerequisites for 
this procedure. 

(3) 


improvement. A residual of 50 cc. or less was con- 


Automatic and autonomous bladders showed 


sidered improved. Eight cases are still under ob- 


servation. 

(4) There was a definite decrease in the inci- 
dence of pyelonephritis. 

(5) Bladder capacity was increased in many 


cases. A decrease in the formation of bladder calculi 
and bladder infection was noted. However, com- 
plete eradication of infection was unsuccessful. 

(6) Complications were late hemorrhage and 
epididymitis. Hemorrhage may be lessened by 
multiple operations. Epididymitis might be further 
eliminated if vasectomy were permitted. There were 
no fatalities. 

(7) 
establishing another step toward complete rehabili- 
tation. 


The procedure aided these paraplegics in 
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Pulmonary Tuberculosis. 

A new apparatus called an immobilizing lung 
chamber is producing encouraging results in patients 
with advanced tuberculosis of both lungs, accord- 
ing to four New York physicians. 

The physicians—Alvan L. Barach, Chesmore 
Eastlake, Jr., James H. Cullen, and George Fos- 
ter Herben, of the Department of Medicine, Col- 
lege of Physicians and Surgeons, Columbia Uni- 
versity and the Presbyterian Hospital, New York, 
and the House of Rest, Yonkers, N. Y.—make their 
report in the March 26th issue of The Journal of 
the American Medical Association. 

The immobilizing lung chamber was developed 
by Dr. Barach. It is not particularly similar to 


the “iron lung.” A patient in an iron lung is made 
to breathe artificially and his head is outside the 
apparatus. The patient’s head remains inside the 
immobilizing lung chamber and the lungs are sup- 
plied with a normal amount of air without dis- 
cernible movement of the chest or diaphragm, the 
doctors say. 

The chamber provides a degree of rest for the 
lungs and upper portion of the respiratory system 
not obtainable by bed rest and other procedures 
used in treatment of pulmonary tuberculosis, such 
as pneumothorax, collapse of the lung by introduc- 
ing air into the cavity surrounding it, or thora- 
coplasty, surgery to collapse the chest against the 


lung. 
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DIAGNOSIS IN DERMATOLOGY* 


WIL11AM H. KaurMan, M.D., 
Roanoke, Virginia. 


Diagnosis is difficult in many disorders of the 
skin, and the most experienced observer is often at 
a loss to interpret a complex eruption. 

Difficulty is seldom encountered with the more 
familiar entities such as psoriasis, pityriasis rosea, 
or tinea Although an occasional case 
be confusing, these and similar conditions, 


versicolor. 
may 
within certain limits, usually conform to a charac- 
teristic pattern, and follow a course which is often 
predictable. 

In many cases, however, the origin of the pre- 
senting eruption is obscure, and is frequently fur- 
ther confused by excoriations, crusts, pustules, and 
the damaging or camouflaging effects of injudi- 
cious self-treatment. 

The factors which produce these puzzling erup- 
tions are often numerous and diverse; and for this 
reason, it is necessary to investigate the many events, 
forces, and circumstances which may be related to 
the cause. 

The patient’s family history is important. Is 
there a family background of eczema, asthma, or 
hay fever? Such a history may indicate an atopic 
component of the dermatosis. An inquiry into such 
familial disorders as diabetes, and 
when indicated, nervous and mental disease, is 
often helpful. 


tuberculosis, 


The past history may reveal previous skin dis- 
orders, and various habits, traits, and experiences 
which may influence the development of cutaneous 
disease. 

In a consideration of the presenting eruption. 
the mode of onset, spread, and apparent excitants 
should be noted. It is necessary to know the pa- 
tient’s occupation, because of the prominent part 
played by industrial irritants in the production of 
dermatitis. Dietary habits may be of nutritional 
or allergenic significance. 

It is of utmost importance to obtain a history of 
previous dermatological treatment. This is par- 
ticularly true with regard to X-ray therapy, due to 
the fact that some patients previously treated with 


*From an address given before the Sullivan-Johnson 
County Medical Society, March 3, 1948, Bristol, Virginia- 
Tennessee 








X-ray are close to the maximum dose tolerated by 
the skin. It is also desirable to know whether such 
sensitizing substances as tar, mercury, sulfur, local 
sulfonamides, and penicillin, and the numerous 
proprietaries have been applied, since they fre- 
quently aggravate or perpetuate the condition for 
which they were used. 

A history of ingestion of drugs will sometimes 
provide the key to the diagnosis. The habit of 
self-medication is widespread. Patent medicines 
containing bromides, iodides, and phenolphthalein 
are sold everywhere, and consumed in unbelievable 
Barbiturates, sulfonamides, penicillin, 
and streptomycin are responsible for a number of 


quantities. 


cutaneous reactions incident to their therapeutic use. 

Often omitted is inquiry into possible contact 
factors. Almost any substance is capable of pro- 
ducing a skin eruption in an appropriately sensi- 
tized person. Localization of the eruption will often 
suggest a line of inquiry. Cosmetics, occupational 
irritants, and plants, to mention but a few, are fre- 
quent offenders. The local use of sulfonamides, 
penicillin, streptomycin, and the numerous cuta- 
neous anesthetic agents has been responsible for 
complicating, aggravating, and prolonging many 
simple dermatoses, which would ordinarily respond 
to less allergenic medicaments. 

Examination of the skin and mucous membranes 
must be complete if important signs are not to be 
Careful study of parts of the body at a 
distance from the site of the manifest eruption will 


missed. 


frequently disclose important diagnostic data. 

For example, the scalp should be searched care- 
fully for parasites which are often overlooked when 
there is a dermatitis in the adjacent areas of the 
neck and ears. Infection due to excoriation may be 
the sole cause of the eruption. Furuncles, the 
atrophic patches of lupus erythematosus, epithelio- 
mas, and areas of alopecia are often hidden by the 
hair. 

The mucous membranes of the mouth and geni- 
talia may give valuable evidence in diagnosis, since 
it is here that thé mucous patches of syphilis, or the 
lesions of purpura, the lymphoblastomas, and 
lichen planus may be discovered. 
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Examination of the genitalia is often omitted. It must be pointed out, however, that the pro- 
The chancre beneath an unretracted prepuce will found emotional disturbances found so often in the 
not be detected. Definitive lesions of scabies, dermatological patient are a reaction to the illness. 
psoriasis, and lichen planus may occur on the penis Few persons can bear with equanimity the conspicu- 
and nowhere else. ous disfigurement of a cutaneous eruption which is 
often considered infectious by the patient and his 
associates, and in which any unfavorable trend is 
readily apparent. 

In some eruptions of obscure origin, extensive 
studies are necessary. Biopsies are needed in se- 
lected cases. Patch and intradermal tests are often 
of value, especially as confirmatory measures; but 
it must be emphasized that such procedures are 
not a substitute for a differential diagnosis. Care- 
ful consideration of all findings in these cases, in- 


Fungus infections of the inguinal region and 
feet are seldom sought for. Yet, the sole cause of 
a wide-spread erythema, or eczema of the hands, 
may be related to this type of eruption. 

Structures adjacent to the skin, the lymph nodes, 
and bones may yield signs consistent with syphilis, 
sarcoidosis, and the lymphoblastomas. 


Examination would not be complete without a 
psychologic appraisal. While there is disagreement 
as to what part the emotions play in the causation 
of diseases of the skin, few will deny that emotion 
exerts a powerful modifying effect. One might 
give as an example the aggravation of a fungus 


cluding a general physical examination, laboratory 
examination of the urine and peripheral blood, and 
indicated X-ray studies, will enable the clinician to 
reconstruct the pathologic processes leading to the 
infection of the feet through hyperhidrosis, due to production of a skin disorder. 
psychogenic causes. 818 South Jefferson Street. 


Treatments for Annual Hair Fall. termined, have no qualifications other than “a full 

Bald and balding American men are spending — head of hair, a business brain, and an appetite for 
millions of dollars annually for futile hair-saving easy money.” “Before and after” pictures may be 
and dandruff-curing treatments, says a report of those of persons whose hair has fallen out after 
the American Medical Association Committee on prolonged illnesses, severe nervous shocks, cr skin 
Cosmetics in the March 26th issue of The Journal diseases, and grown back naturally rather than be- 
of the American Medical Association. cause of any external application. 

Ineffective “hair tonics” sold at drug and de- “Hair tonics” simply groom the hair, the com- 
partment stores and remedies sold by mail order mittee says. Most of these products are simple mix- 
also add up to gratifying sales. Neither massage, tures of well known drugs, and the history of these 
mechanical devices, “tonics,” ultra-violet light, hor- chemicals indicates that they are ineffective in grow- 
mones, vitamins, nor any other treatment will re- ing or maintaining hair or in curing dandruff. In 
generate hair lost in ordinary baldness of older men rare instances, continued massage may produce a 
or in premature baldness of young men, the com- fine, colorless, fuzzy down similar to that seen on 
mittee emphasizes. the heads of some newborn babies. This fuzz can- 

Although self-designated “hair and scalp spe- not be considered either in length or appearance to 
cialists” or “trichologists” use high-sounding terms _ be a real growth of hair or a precursor. Frequently, 
that connote scientific background and training, after reaching a length of about half an inch, the 
they are not physicians, and so far as can be de- fuzz drops off and is not replaced. 














1949] 


VIRGINIA MEDICAL MONTHLY 





249 


CAESAREAN SECTION 
A Report of Six Hundred Cases* 


Leroy S. PEaRcE, M.D., 


Lynchburg, 


Six hundred caesarean sections were done by 
24 different operators at the Medical College of 
Virginia Hospitals during a period of ten vears, 
1936-1945 The 
section was a little higher for the first five years 
of this period than for the last five years, 5.4% 
For the 
period the incidence was 4.6%. 


inclusive. incidence of caesarean 


and 4.3% respectively. entire ten year 


TABLE 1.—NUMBER OF CASES, PRIVATE AND WARD 
lsT 5 YEARS 2ND 5 YEARS TOTAL 


Private _ 47 191 238 or 39.7% 
Ward - 168 194 362 or 60.3% 


The increase in private caesarean sections shown 
in Table 1 can be explained by the marked in- 
crease in all private patients during the war years. 

Fifty-five per cent of the cases reported were 
white and forty-five per cent were colored. The 
average age for the series was 27 years. 

Table 2 shows the incidence of the various types 


of operations used. 


TABLE 2 
IsT 5 YEARS 2ND 5 YEARS TOTAL 

Classical : 145 232 377 
Low Flap 

Longitudinal Incision 37 104 141 

Transverse Incision 2 11 13 
Section-Hysterectomy 27 23 50 
Extraperitoneal (Waters 

Type) - ee di 8 8 


The incidence of low flap type of section was 
definitely increased during the second period, the 
longitudinal incision being favored. The section- 
hysterectomy cases were badly neglected ones, of 
instances. A few were done to 


course, in most 


control hemorrhage or to remove large or degen- 
erating fibroids. 


TABLE 3.—INDICATION FOR SECTION 
Disproportion : 218 
Repeat Section ; 121 

~ *From the Department of Obstetrics, Medical College 
of Virginia Hospitals. 

Presented before the Virginia Baptist 
meeting, at Lynchburg, Va., April, 1948. 

I wish to thank Drs, Winn, Ware and Schelin, of the 
Department of Obstetrics, Medical College of Virginia, 
for advice in the preparation of this paper. 
tDr. Pearce is now at the University of Virginia. 


Hospital staff 





Virginia.+ 


Placenta Previa 61 
Premature Separation of Placenta 25 
Toxemia (acute and chronic) - 40 
Uterine Inertia SHE 26 


Previous Vaginal or Cervical Plastic Opera- 
tion 1 


wm nh 


Genital Anomalies - 





Disproportion with Breech 39 
Transverse Presentation 5 
Face Presentation 3 
Brow | Presentation 1 
Cord Prolapsed 5 
Foetal Distress + 
Medical Indications 28 
Fibroid Tumors __ 4 
Other Indications 3 

TOTAL 600 


It is interesting to note that over half of the 
sections were done for disproportion or for repeat 
section. Fourteen per cent were done because of 
hemorrhage. 

Caesarean section done because of 


Was never 


eclampsia. Five caesarean sections were done on 
patients with eclampsia because of other obstetrical 
indications. 

Patients who had been delivered by caesarean 
section or abdominal hysterotomy with previous 
pregnancies were delivered of succeeding pregnan- 
cies by elective caesarean section. 

Repeat section was given as indication for sec- 
tion in 121 cases out of a total of 132 cases who 
had had a previous section. Some emergent condi- 
tion such as hemorrhage was given as the indica- 
tion in the other 11 cases. 
One 


section, seven cases their third and the remaining 


case was having her fourth caesarean 
124 cases their second caesarean section. 

In the 132 cases having at least one previous 
section the operator’s note commented on the uterine 
scar in 44 cases. There were three complete rup- 
tures, three partial ruptures and ten in which a 
weak or thin scar was described. 

In most of the cases of rupture of previous sec- 
tion scar the rupture occurred spontaneously dur- 


ing the last two weeks of pregnancy, before the 
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onset of labor. The clinical picture of partial rup- 
ture was clear cut and not difficult to recognize if 
looked, for. The patient usually described fairly 
constant aching and burning pain in the lower ab- 
domen, rather than rhythmic labor pains. The 
uterus was found to be irritable, a little tense and 
tender, particularly along the old scar. Frequently 
a prominence could be palpated over the site of 
rupture if the rupture was partial. There was no 
evidence of shock. When the rupture was complete 
with baby in the abdominal cavity, of course the 
picture was entirely different. In all cases of par- 
tial rupture it was necessary to only debride the 
old scar after delivery of the baby and close the 
uterus in the usual manner. 

Heart disease was indication for section in 2.7% 
of cases in the first period, and 0.78% of cases in 
the second period. 

Of the 218 cases operated upon because of cephalo- 
pelvic disproportion, x-ray pelvimetry was used as 
an aid in diagnosis in 37.6%. 


TABLE 4+.—CHOICE OF ANESTHESIA 
IsT 5 YEARS 2ND 5 YEARS 


Spinal Anesthesia ____ aa 58.9% 
Nitrous Oxide, Oxygen and Ether__ 30.7% 39.2% 


Spinal anesthesia has been the choice anesthetic 
because the uterus contracts better, reducing blood 
loss, and the baby is more easily resuscitated. Novo- 
caine crystals dissolved in spinal fluid in doses of 
100 to 150 mgms. is used. There is tendency now 
to use the smaller dose or, even better, continuous 
spinal anesthesia. 

Spinal anesthesia is never used in patients with 
excessive blood loss or in whom blood loss is antici- 
pated. Other contraindications to spinal anesthesia 
in general would, of course, also apply to cases of 
caesarean section. Spinal anesthesia is particularly 
helpful in cases of respiratory infection. It is 
favored in toxemias and in some cardiacs. 

Preoperative sedation is usually with barbiturates, 
most often nembutal, which was used in 497 cases. 
If the baby is viable, opiates are not given, as a 
rule, until after delivery of the baby. 

Table 5 outlines morbidity per cent for the two 
five year periods.* 





*Morbidity is assigned cases that have elevated tem- 
perature to 100.4 degrees F. or higher on any two con- 
secutive days beginning 24 hours post-operative and be- 
fore the 11th day post-operative. 
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TABLE 5, 
IsT5 YEARS 2ND 5 YEARS 
5 ee ee ee 42.06% 28.4% 
EG! 40.8% 
(Longitudinal and Transverse 
Incision ) 
Section-Hysterectomy ___- 66.6% 69.6% 


Extraperitoneal (Waters Type) 


Table 6 outlines the mortality rate for the two 
five year periods.** 
TABLE 6. 
IsT 5 YEARS 2ND 5 YEARS 


No. PER No. PER 
DEATHS CENT DEATHS CENT 


Classical _ a 6.2 3 1.37 
how eee ..........--.. 2 5.1 0 
Section-Hysterectomy —_ 1 3.7 - 17.4 
Extraperitoneal _______ 0 0 


The marked improvement in prenatal cgre, more 
experienced house staff and improved facilities all 
played a part in lowering the morbidity and mor- 
tality rates. One-half the cases received prenatal 
care during the first five year period and three- 
fourths the cases received prenatal care during the 
second five year period. The addition of better 
chemotherapy to our armamentarium was undoubt- 
edly responsible for some of the improvement in 
the morbidity and mortality rates. 

Table 7 shows morbidity and mortality higher 
in the colored ward patients. 


TABLE 7. 

Morsiwiry MortTAatity 

Private : aa 20.1% 0.0 
MY nants BORE Be 50.8% 6.07% 
White _- Seat Seca ee i 25.6% 0.91% 
Colored ___- en ene 54.5% 6.95% 
a ae 38.8% 3.66% 
ToTAt CORRECTED - 3.16% 


The lack of adequate prenatal care played an 
important part in the high morbidity and mortality 
in the colored ward patients. Many of these pa- 
tients were referred to the hospital in poor condi- 
tion after long and mismanaged labors in the home, 
frequently with only a midwife in attendance until 
just before hospitalization. The advantage of good 
prenatal care with early preparation for delivery is 
reflected in the low morbidity and mortality in the 
private group. Both the ward and the private pa- 





**Three spinal anesthesia deaths occurring before in- 
cision was made not included in this table. ~ 
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tients were attended by essentially the same attend- 
ing and house staff after admission to the hospital. 


TABLE 8.—CAUSE OF MATERNAL DEATHS 
ToraL No. AUTOPSY 
5 


2 


Sepsis tee 

Anuria op rae wean 2 Se 
Cerebral Accident 

Circulatory Collapse __- 
Pulmonary Edema ho 
Hemorrhage, Acute ___-_~- 
Congestive Heart Failure 
Evisceration ‘eA 

Spinal Anesthesia ____- = 


8 | 
nN) ee Dt ew A) 


sash ig 


TOTAL 


Sepsis was the greatest cause of death, as would 
be expected in such a group. In many cases the 
cause for the morbidity was never accurately de- 
termined. Table 9 shows cause for morbidity in 
those diagnosed, with urinary tract infection as the 
most frequent cause for morbidity. 


TABLE 9.—CAUSE OF MorBIDITY 
No. OF CASES 


Urinary Tract Infection aa 
Wound Infection __- : : 31 
Pulmonary Infection *__ ee 10 
Endometritis re mae 

Peritonitis cee 7 
Thrombophlebitis __-_- ; 4 
Other Causes _- — 4 


Table 10 shows relation of hemoglobin to mor- 
bidity. 


TABLE 10. 

HEMOGLOBIN No. Cases MorsBipITy 
Over 70% Sahli biaace 332 36.4% 
60 to 70% __- = 157 45.2% 
Less than 60% _ e 85 57.6% 


The low hemoglobins are seen most often in the 
colored ward patients who show the highest mor- 
bidity and mortality rates. 

The over-all incidence of transfusion was 23%. 
It was 14% for private cases and 28% for the 
ward cases, 19% for the white and 28% for the 
colored. 

Table 11 shows relation between morbidity and 
vaginal examinations. 


TABLE 11. 
No. oF EXAMINATIONS MorBIDITY 
One Examination ____- 47.2% 
Two Examinations __ 51.8% 
Three Examinations ___ ee 66.6% 
Over Three Examinations 100.0% 
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Table 12 indicates that morbidity increases with 
increased dilatation of the cervix. 


TABLE 12. 
DILATATION OF THE CERVIX MorsibiTy 
3-5 cm. Dilated 46.5% 
5-9 cm. Dilated - 57.1% 
Completely Dilated 80.0% 


of cases were operated on 
after onset of labor. If vaginal examinations are 
done with sterile precautions and due care is taken 
in managing the labor, this alone should not in- 
crease the morbidity. It is very likely that the 
duration of labor associated with increased num- 
ber of vaginal examinations and advanced dilata- 
tion of the cervix is really responsible for the in- 
crease in morbidity. The information derived from 


Of the series 35% 


vaginal examinations when indicated is most help- 
This 
should more than offset any increased danger of in- 
fection caused by the examination. 

Six of the cases in this series had an attempt at 


ful in managing a difficult labor properly. 


vaginal delivery with forceps before section was 
done. Two of the six died post-operative from 
sepsis and the other four were morbid. 

Uterine packing was done in 118, or 19.6%, of 
the cases because of excessive bleeding. This pro- 
cedure caused a slight increase in morbidity but 
probably not as much as increased blood loss would 
have caused. 

Sterilization at the time of section was done in 
37.3% of cases. The morbidity for these cases was 
40%, just slightly more than the over-all morbidity 
rate of 38.8%. 
sterilization is used. 

Cases were classified elective section if they were 
beyond 38 weeks gestation, no labor, membranes 


The Pomroy or similar technique of 


intact, no indication of infection, toxemia nor hem- 
orrhage. There were 198 cases that met with this 
classification, and 18.1% 
tality zero. 


were morbid and mor- 


For all cases who had had one or more previous 
sections (132 cases) the morbidity was 28.7% and 
the mortality 2.3%. 

A study of the fetal statistics reveals six sets of 
twins, a total of 606 babies. In this group there 
were 32 antepartum deaths, 11 intrapartum deaths 
and 25 neonatal deaths, a total of 68. babies lost, 
or a gross fetal mortality of 11.22%. Related cause 
of death or poor condition of the baby was listed as 
follows: hemorrhage in the mother 52, prolonged 





to 
wm 
to 


labor 19, toxemia 17, others 35. 

Seventy-five per cent of the babies had attained 
a period of gestation of 38 weeks or more by 
menses. Eighty-five per cent weighed 2500 grams or 
more at birth. One and three-tenths per cent weighed 
less than 1500 grams at birth. 


TABLE 13.—RELATION OF ANESTHESIA TO FETAL 
Morsipity AND Mor TALITY 


GENERAL SPINAL 
CONDITION OF FETUS ANESTHESIA ANESTHESIA 
Condition Good i 64.4% 83.7% 
Resuscitation Required 15.5% 7.0% 
Neonatal Death _ 5.8% 3.4% 
Stillborn : “ 14.2% 3.1% 


The anesthesia may have played little or no part 
It is 
interesting to note, however, the increase in per- 
centage of babies in good condition and the decrease 
in necessity for resuscitation for those babies whose 
mothers received spinal instead of general anes- 
thesia. We do believe that these figures represent 
facts and are not prejudiced. 


in most of the stillborn and neonatal deaths. 


Recovery from Tuberculosis Credited to 
Streptomycin. 
The dramatic recovery of a 22 year old girl 


treated with streptomycin for active tuberculosis 
cf the lungs has led a Berkeley, Calif., doctor to 
question the generally accepted belief that the drug 
should be reserved for tuberculosis cases that do 
not respond well to ordinary treatment. Marshall 
C. Cheney, M.D., says that the girl’s condition 
had been considered incurable. She was extremely 
emaciated and also had Addison’s disease, a condi- 
tion caused by disease of the suprarenal glands, 
located at the upper end of each kidney. She was 
treated three months with streptomycin at her home 
and showed no toxic symptoms even on full dosage 
of the drug, possibly because she was given large 
doses of vitamin B. . 


“It was evident that a cure had been accom- 
plished,” Dr. Cheney points out. 


She gained 34 
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DISCUSSION AND COMMENT 

Six hundred caesarean sections at the Medical 
College of Virginia Hospitals over a period of ten 
years have been reported. The incidence of section, 
the indications and morbidity and mortality rates 
compare favorably with comparable services in 
cther clinics. 

The most frequent indication for section was 
Repeat 
the second most frequent indication. 

Morbidity and mortality were markedly reduced 
during the second five years of the series as com- 


cephalo-pelvic disproportion. section was 


pared to the first five vears. Some reasons for this 
are outlined. 

Attempt is made to show some correlation be- 
tween morbidity and the number of vaginal exami- 
nations, dilatation of the cervix, length of labor, 
uterine packing, hemoglobin level, repeat section, 
elective section and sterilization. 
indicated that babies better 
condition at birth and required less resuscitation 
with spinal than with general anesthesia. 

Allied Arts Building. 


Statistics were in 


pounds and became active and in good health. 
“Reading over the various reports on all types 
of tuberculosis treated with streptomycin, one notes 
the extremely cautious conclusions,” he comments. 
‘Admitting that all patients do not respond favor- 
ably to streptomycin and that some have had toxic 
damage (at least from the old high dosage treat- 
ment without protection of the nerve structures by 
thiamine), the unbelievable improvement in this 
patient makes it fair to question the generally ac- 
cepted conclusion of tuberculosis specialists that 
streptomycin should be reserved for tuberculosis 
that is not responding well to the old regimen. 
“Obviously, this patient could have been saved 
over a year of sanatorium care and from approach- 
ing death had streptomycin been administered at the 
outset. Should not every case of active tuberculosis 
have a trial of streptomycin first 7” 


(J.A4.M.A. April 16, 1949.) 


therapy 
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THE CANCER COMMITTEE 


Medical Society of Virginia 


Case Report 


A white male child. born January 2, 1946, de- 
veloped normally and was in good health until 
December 20, 1948, when he began complaining of 
abdominal pain. There was no diarrhea but the 
boy vomited a good part of his meals. The abdo- 
men was distended and tense. After two weeks of 
this, he was taken to a physician who said he had 
“gas on the stomach” and prescribed accordingly. 
The child was brought back to him one week later 
and again two weeks later because of failure of 
improvement. In fact, the abdomen grew appre- 
ciably larger and fuller. On the last visit, the pa- 
tient was seen in consultation by a second physi- 
cian who at once discovered a huge mass filling 
the entire left half of the abdomen. Intravenous 
urography revealed a normal right kidney, a non- 
functioning left kidney. Referred to a Tumor Clinic, 
the boy received preoperative radiation with good 
recession of the mass, followed by a left nephrec- 
tomy. A large Wilm’s tumor was found. 


CoMMENT: 1. Cancer is a relatively infrequent 
occurrence, but one of the major causes of death in 
children under 15,—that is, very few cases are rec- 
nized early enough to obtain a cure. 

2. In the above instance, institution of proper 


treatment was delayed three weeks by the failure of 


the first physician to palpate the abdominal tumor. 
Because cancer in children almost invariably pro- 
gresses very rapidly, time is of the essence. A loss 
of three weeks may alter the outcome completely. 

3. Prior to diagnosis and treatment, every pa- 
tient should receive a complete physical examina- 
tion. Even casual palpation of the abdomen would 
have discovered this child’s mass. 

4. Only the physician who thinks of cancer and 
looks for it will discover it in time to hope for a 
cure. 

In connection with the last statement, it is in- 
structive to compare statistics obtained from surveys 
of large series of cancer case histories. The figures 
given below* show who was responsible for delay 
between the appearance of symptoms and the es- 
tablishment of the diagnosis of cancer. 


1923-38 1946 
Patient alone 44.3% 32.0% 
Patient and physician 18.0% 10.8% 
Physician alone 17.0% 27.89% 
No delay 20.7% 29.4% 


The improvement in the more recent figures is 
due to better patient performance, not to better phy- 
sician performance. 


‘ *Statistical Research Department, American Cancer 
Society. 


Floral Eponym 
Zinnia 


ZINN, JOHANN GOTTFRIED, 1727-1759 


ZINN was born at Schwabach. He graduated M.D. at Gottingen in 1749 and 


pursued his studies in anatomy and botany at Berlin. He was Professor of Medicine 


in Gottingen where he died in 1759. He is remembered in medicine for his work on 


the anatomy of the human eye and by botanists for the Zinnias. 


Zinnia is a genus of about 15 species of annual or perennial herbs chiefly found in 


Mexico. Colorado, Texas and Chile. 
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PUBLIC HEALTH 


L. J. Roper, M.D., 


State Health Commissioner of Virginia 


The report of the Bureau of Communicable Dis- 
ease Control of the State Department of Health for 
March 1949 as compared with the same month in 
1948, and for the period of January through March 
1949 compared with the same period in 1948, is as 


follows: 
Jan.- Jan.- 
Mar. Mar. Mar. Mar. 
1949 1948 1949 1948 
Typhoid and paratyphoid 7 il 14 30 
Diarrhea and Dysentery__- 187 322 884 918 
Measles __----- 3,986 887 9,921 2,058 
Scarlet Fever __- ; 73° 111 239 341 
Diphtheria _ eKeeneeaaas 9 22 42 71 
Poliomyelitis _____ tices 0 1 7 3 
Meningitis 10 8 29 26 
Undulant — 5 7 14 21 
Rocky Mountain spotted fever 0 0 0 0 
Tularemia 2 1 7 19 


THE POLIOMYELITIS PROSPECT FOR 1949 IN 
VIRGINIA 

Although the long-term curve of the annual in- 
cidence of poliomyelitis in Virginia since 1910 is 
no certain indication in forecasting epidemics, it 
may be significant that since 1916 there has been a 
certain regularity in the occurrence of high inci- 
dence years. The following table lists the number 
of cases reported for the last 38 years: 

1911 1912 1913 1914 1915 1976 1917 1918 1919 
387 = 237, 307, s«167 267) 3450318) 123) :170 


1920 1921 1922 1923 1924 1925 1926 1927 1928 
122 141 76 148 127 94 67 71 97 


1929 1930 1931 1932 1933 1934 1935 1936 1937 
$25 119 68 63 44 85 685 68 68 








1938 1939 1940 1941 1942 1943 1944 1945 1946 
59 46 241 155 43 61 756 335 143 


ee rh a 
173 568 


Upon reference to the above table it is evident 
that from 1911, a peak year, to 1916, another peak 


year, the yearly fluctuation in number of reported 
cases of poliomyelitis was not marked. From 1916- 
17 on, however, there has been a significant increase 
in incidence every fifth or sixth year, and since 
1940 every fourth year. The high incidence years 
were 1911, 1916, 1923, 1929, 1935, 1940, 1944, 
and last year, 1948. It also appears in analysis of 
the years intervening that there has been an ap- 
parent hold-over increase the year following the 
high incidence year. If, therefore, the incidence of 
poliomyelitis follows the pattern of former years, 
we may expect a higher than average incidence in 
1949, as occurred in other years following high peak 
years, namely, 1917, 1924, 1930, 1941, and 1945. 
1936 was an exception. 


In any prognostication of this nature, we must 
admit at the outset our lack of precise knowledge of 
the epidemiology of poliomyelitis. Unanswered 
still are the questions: Why is the attack rate higher 
in males than females, in whites than in negroes? 
Which is the more important portal of entry, the 
oropharyngeal or the gastro intestinal? Why are 
the majority of persons in contact with the virus ap- 
parently unaffected, while the minority suffer from 
clinical disease? What happens in the temporate 
zones in summer to increase the dissemination of 
virus ? 





One observation seems warranted—the high in- 
cidence years recurring with a certain pattern of 
regularity, and the succeeding hold-over years, 
would indicate that epidemics of poliomyelitis, like 
measles, occur when a sufficient number of non- 
immune susceptibles accumulates. 


The control of poliomyelitis depends, in our 
opinion, upon the production of an effective vac- 
cine. When this is accomplished poliomyelitis, like 
smallpox and diphtheria, will assume the role of a 


preventable disease. 
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PUBLIC RELATIONS 


Henry S. JOHNSON, Director 


Senate Bill #5 Analyzed by Dr. Lawrence. 
Dr. Joseph S. Lawrence, Director, Washington 
Office of the American Medical 
made the following comments on Senate Bill No. 5. 
It is identical with two House Bills, H.R. 345— 
Celler and H.R. 783—Dingell. They are all exact 
Therefore, the 


Association, has 


copies of last year’s bill, $.1320. 
Comments that we offered in our Bulletin No. 25 of 
December 15 apply and will not be repeated. 
Briefly, S.5 can be analyzed in the following manner: 

Administration of the law would be divided into groups 
on the national, state, local, and rural levels. On the 
national level would be the Federal Security Administra- 
tor with the assistance of a National Health Insurance 
Board of five members (page 39) and a National Ad- 
visory Medical Policy Council of sixteen members (page 
42). 

The states would be required to submit to the Board 
for its approval plans of operation which would indicate 
what state agency would have the responsibility of ad- 
ministering the plan (page 32). It would have the as- 
sistance of an administrative committee or an advisory 
committee (page 33). 

The National Board would take over state functions if 
a state board failed to submit a plan or have a plan 
approved (page 36). The National Board would also 
withhold funds under certain conditions (page 37). 

Continuing the decentralization of administration, there 
would be local health areas (page 26) with an adminis- 
trative officer appointed by the state agency (page 31) 
assisted by an administrative committee of 8-16 members, 
or an advisory committee of 8-16 members. There would 
also be professional committees set up in each local area. 
The rural areas would be cared for by special provision 
made by the state agency. 


Who shall benefit? (page 11) (See Bulletin No. 25) 
Persons employed in certain occupations and their de- 


pendents, as well as self-employed persons, may qualify 
for benefits. 

The benefits to be derived are enumerated on pages 
5-7. 

On pages 9 and 10, the matter of free choice of 
physician is defined. 

The method of payment for services is defined on pages 
20-24. 

Selection of physician and hospital may be from those 
only. who have agreed to operate under the Government 
plan (pages 9 and 10). 

All physicians, dentists, nurses, and hospitals qualified 
to render services under the State are eligible for co- 
operation under the Government plan (pages 14-16). 





The Board shall set up standards for the qualification 
of specialists (page 14). 

Can the existing prepayment plans continue to func- 
tion? (page 17) The state agency is authorized to nego- 
tiate with any such organization for the continuance of 
its functioning. No negotiations could exempt the member 
of a prepayment plan from the deductions from his salary 
that the national plan would require. Therefore, it is not 
likely that many people would for any length of time 
choose to pay twice for such medical care as they may 
require. Naturally, the prepayment plan would suffer 
and in a short while fold up. 

How will the national plan be financed? (page 51) 
In 1951, by a deduction of 1 per cent from all wages re- 
In 1952 and 
thereafter, by a deduction of 3 per cent from all wages 


ceived during the fiscal year (page 52). 
for the fiscal year (page 52). The unexpended balances 
each year are to be collected into a new account set up 
by the Treasurer of the United States, to be known as 
the “Personal Health Services Account.” 

The 
annually to the several states according to a formula 


National Board is authorized to allot amounts 


(page 54) for the prosecution of its plan. 
The Na- 
tional Board is also authorized to administer grants-in-aid 


Medical Research and Education (page 57). 


to non-profit institutions and agencies engaged in research. 

Grants to States for Health Services (page 68). Sums 
of money are to be made available to the state agencies 
to enable them to establish and maintain a certain number 
of medical and public health services. 


REGULATIONS (Pages 79 and 80) 


309. 
prescribe such regulations as may be necessary to carry 
All such regulations 


“Sec. The Federal Security Administrator shall 
out his functions under this title. 
or amendments of regulations with respect to grants to 
States shall be prescribed only after consultation with a 
conference of representatives of the State agencies ad- 
ministering or supervising the administration of any of 
the plans affected by such regulations or amendments. 
Insofar as practicable, the agreement of such represen- 
tatives to the regulations or amendments shall be obtained 
prior to their issuance.” 

Naturally all programs depending upon Federal sub- 
sidy will be influenced to a degree by regulations issued 
and adopted by the Federal Security Administrator. An 
effort is made in the bill to decentralize control, but the 
authority of the National Health Insurance Board, which 
operates with the approval of the Social Security Admin- 
istrator, extends into all areas where the Federal funds 
are employed. It is proposed that the individual shall 
exercise free choice in selecting his physician, and the 





ho 
nm 
On 
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physician shall have the power to select his clients, but 
both of these actions must be taken by people who have 
agreed to work under the Government program and the 
employed individual has no alternative but to submit 
to the deduction from his wages. 

Obviously, the future of public health and medical ac- 
tivities in the United States would rest with the Admin- 
istrator of the Federal Security Agency and the five mem- 
bers of the National Health Insurance Board. Adminis- 
trative rules and regulations, which they would be obliged 
to draft, would in a very short time be many times more 
voluminous than the law itself. 


No hearings have been announced as yet for either 


house. In the meantime please discuss the features of the 
bills with your congressmen, prominent citizens of your 


community and your neighbors. 


Hill-O’Connor Bill Analyzed by Whitaker 
and Baxter. 

The following is a very recent analysis by 
Whitaker and Baxter of Senate Bill 1456 on Vol- 
introduced March 30. 
Whitaker and Baxter is the Public Relations firm 
employed by the American Medical Association in 


untary Health Insurance, 


connection with its National Educational Campaign. 


ANALYSIS 

A BILL to authorize grants to enable the States to 
survey, coordinate, supplement and strengthen their exist- 
ing health resources so that hospital and medical care may 
be obtained for all persons. 

PURPOSE 

To make high quality hospital and medical care avail- 
able to all by 

1. providing protection to persons financially unable to 

pay all or part of subscription charges for prepay- 
ment of hospital and medical care. 

2. stimulating voluntary enrollment in prepayment 
plans for hospital and medical care emphasizing 
a. employer participation in transmission of sub- 

scription charges 
b. enrollment in rural areas. 
strengthening and coordinating existing health re- 


we 


sources. 
DEFINITIONS 
a. “Hospital and medical care” is defined to mean sur- 
gical, obstetrical and medical services furnished in the 
hospital and hospital services incident thereto up to 60 
It includes diagnostic and out-patient 
clinic services furnished in a hospital or diagnostic clinic. 


days in any year. 


b. “Hospital” includes any hospital which has an aver- 
age patient stay of less than 30 days or any diagnostic 
The hospital or diagnostic clinic must conform 
to standards of maintenance and operation established by 
the State. 

c. “Voluntary prepayment 
corporation or association furnishing protection against 


clinic. 


plan” may include any 
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the cost of hospital and medical care on a voluntary pre- 
payment basis. Only ‘non-profit prepayment plans” are 
to be concerned with furnishing protection to persons 
unable to pay subscription charges. 
and non-profit plans may be involved in other sections 
of the program (see below). 


But both commercial 


ADMINISTRATION 

At the Federal level the program would be adminis- 
tered by the Surgeon General. Regulations to be promul- 
gated within six months after enactment of the Act shall 
include: 

a. General standards of eligibility of persons unable 

to pay subscription charges. 

b. General types of hospital and medical care to be 

provided 

c. General standards for participation of voluntary 

prepayment plan 

d. General standards for participation of non-profit 

prepayment plans 

e. General methods of assisting in enrollment of the 

population in prepayment plans by states. 

A Federal Hospital and Medical Care Council of 10 
persons (2 doctors, 2 hospital administrators, 2 prepay- 
ment plan executives, 4 consumer representatives) will 
share responsibility with the Surgeon General in develop- 
ing these broad policies of the program. 

At the local level the program is to be administered by 
a state agency which may be the same agency now ad- 
ministering the Hill-Burton Hospital Survey and Con- 
struction program in the state. This agency is to have a 
council with representation similar to that of the Federal 
Hospital Care Council. 

In addition, the states are to be divided into regions 
in which complete hospital and medical services are avail- 
able. These regions may be already established under the 
surveys of the Hill-Burton Act. Within each region a 
Hospital and Medical Care Authority shall operate as a 
unit of the state agency. The Authority will be com- 
posed of persons residing within the region including 
representatives from as broad a segment of the popula- 
tion as possible. The Authority shall encourage coordina- 
tion of all health facilities and services in the region and 
recommend, means for their effective use in serving the 
areas. 


FINANCING 
Federal appropriations are authorized for such sums 
as may be necessary. 
Federal funds are to be matched on a variable per- 
centage by funds from within the states. 
mula is used as in the Hill-Burton Hospital Survey and 


The same for- 


Construction Act, which provides that a higher percentage 
of Federal funds will be available to states with lower 
per capita income. The practical limit of the program 
may be the amount of money which must come from 
within the States to match Federal funds. 

The State plan must provide that the State itself will 


put up at least 50 per cent of the matching. funds so that 
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half or less than half of the matching percentages will 
come from local communities. 


THE PROGRAM 

Essential features of the State plans, in addition to 
the foregoing, are: 

1. Federal funds must be used in addition to present 
activities and not as a substitute source of financing for 
things now being done. 

2. Determination of eligibility for assistance shall be 
made in advance of the need for hospital and medical 
care, insofar as possible; the individual shall not be iden- 
tified as a person accepting assistance at the time of re- 
ceiving care; the individual shall not be provided a 
separate grade or classification of care because of ac- 
cepting assistance. 

3. Prepayment service cards will be issued to qualified 
persons which will entitle them to needed hospital and 
medical care if they are certified as unable to pay sub- 
scription charges. These cards will be issued by appro- 
priate agencies designated by the State and will be cards 
of participating non-profit prepayment plans who meet 
standards prescribed by Federal regulations. 
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4. Persons able to pay subscription charges in full may 
be enrolled in the usual manner by the prepayment plans. 
But persons able to pay part or none of the subscription 
charge shall receive care at the expense of the State 
agency under this program. 

5. Four surveys must be made by the State agency, 
and in each case, plans are to be developed for meeting 
needs of the State for: 

a. Existing diagnostic facilities. 

b. Existing facilities, services and financing for the care 
of mental, tubercular and chronic disease and other 
patients hospitalized for long periods of time. 

c. Areas in the state unable to attract -doctors. 

d. Existing enrollment in participating voluntary pre- 
payment plans. 

6. The States and political subdivisions must provide 
for payroll deductions of subscription charges in voluntary 
prepayment plans for all employees who request such 
deduction. 

7. The Bill also provides for payroll deductions for 
Federal employees who request it for subscription charges 
of prepayment protection. 


MISCELLANEOUS 


American Medical Association Assessment 
for Educational Campaign. 

In the lists published in the March and April 
issues of the MONTHLY, there were reported 1023 
contributors from Virginia to this fund. Includ- 
ing the House Staff of the Hospital Division of the 
Medical College of Virginia as one contributor, the 
total number, with names here listed to April 16 
is 1185. 

Accomac Buchanan-Dickenson 
Dr. B. N. Mears Dr. J. C. Moore 
Dr. R. L. Phipps 
Dr. J. S. Shaffer 


Dr. Lloyd L. Thompson, Jr. 
Dr. F. H. Yorkoff 


Albemarle 

Dr. W. E. Bray 

Dr. Edwin W. Burton 
Dr. J. W. Eversole 
Dr. Andrew D. Hart 
Dr. H. B. Mulholland 
Dr. Randolph Pillow 
Dr. Frank B. Stafford 
Dr. Stephen H. Watts 


Danville-Pittsylvania 
Dr. E. W. Arnett 

Dr. D. L. Arey 

Dr. C. L. Bailey 

Dr. Clayton Brantly 


Alexandria Dr. H. R. Bourne 
Dr. C. E. Arnette Dr. Allen L. Byrd 
Dr. Carson Lee Fifer Dr. L. R. Broome 
Dr. Paul E. Halter Dr. C. T. Carter 


Dr. S. M. Novak Dr. John L. Clare 





Dr. L. O. Crumpler 
Dr. J. T. Daves 

Dr. W. E. Dickerson 
Dr. Charles A. Easley 
Dr. J. R. Eggleston 
Dr. R. W. Garnett 
Dr. Snowden Hall 
Dr. E. D. Hardin 

Dr. Prentice Kinser 


Dr. H. A. Wiseman, Jr. 
Dr. C. W. White 

Dr. David Whitehead 
Dr, Betty Whitehead 
Dr. P. C. Whitehead 
Dr. H. H. Hammer 

Dr. G. V. Thompson 


Elizabeth City . 
Dr. C. Cooper Bell 
Dr. Michael G. Dewey 
Dr. Helen Dorsey 

Dr. Harry Nushan 
Dr. Ernest S. Roberts 


Dr. J. L. Jennings 
Dr. Marion S. Love 
Dr. John J. Marsella 
Dr. M. H. McClintic 
Dr. F. H. McGovern 
Dr. R. E. L. MeNeeley 
Dr. T. J. Moran 

Dr. E. F. Neal 

Dr. J. J. Neal 

Dr, Samuel Newman 
Dr. W. E. Overcash 
Dr. C. W. Pritchett 
Dr. H. W. Pritchett 
Dr. E. B. Robertson 
Dr. W. B. Sager 

Dr. J. W. Tipton 
Dr. R. W. Upchurch 
Dr. Asa Viccellio 
Dr. M. H. Watson 


Fairfax 
Dr. William Meyer 
Dr. John O. Nestor 


Fourth District 

Dr. William Grossmann 
Dr. Maurice S. Rosenberg 
Dr. William P. Terrv 


Fredericksburg 
Dr. L. A. Busch 


Hanover 
Dr. Judson T. Vaughan 
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Lee 
Dr. J. W. H. Morgan 


Lynchhurg Academy 
Dr. Kenneth Cooper 
Dr. B. F. Randolph 


Northampton 

Dr. S. K. Ames 

Dr. H. L. Denoon 

Dr. C. T. Garcia 

Dr. J. E. Gladstone 
Dr. William T. Green 
Dr. John R. Hamilton 
Dr. J. W. Jackson 
Dr. J. M. Lynch 

Dr. John R. Mapp 
Dr. W. J. Sturgis 

Dr, W. J. Sturgis, Jr. 
Dr. W. B. Trower 


Northern Virginia 
Dr. Lyle J. Hansbrough 
Dr. John T. Thornton 
Dr. F. Dixon Whitworth 


Orange 
Dr. E. B. Dovell 
Dr. C. Cameron Kress 


Patrick-Henry 

Dr. W. C, Akers 

Dr. C. G. Bennett 
Dr. B. A. Hopkins 
Dr. Henkel M. Price 
Dr. W. N. Thompson 


Princess Anne 
Dr. Herbert W. Swertfeger 


Richmond Academy 
Dr. Paul V. Anderson 
Dr. T. Neill Barnett 
Dr. Robley D. Bates, Jr. 
Dr. Thomas Beath 

Dr. W. S. Beazley 

Dr. J. F. Blades 

Dr. J. Gordon Boisseau 
Dr. W. R. Bond 

Dr. Randal A. Boyer 
Dr. Samuel W. Budd 
Dr. E. L. Copley 

Dr. S. M. Cottrell 

Dr. W. H. Craig 

Dr. Herbert T. Dougan 
Dr. C. Howe Eller 


VIRGINIA MEpIcaL MONTHLY 


Dr. James B. Funkhouser 
Dr. William T. Graham 
Dr. Alvah L. Herring, Jr. 
Dr. Lucy S. Hill 

Dr. Sarah Hoover Jones 
Dr. William R. Kay 

Dr. William A. Johns 
Dr. C. S. Lingamfelter 
Dr. John P. Magner 

Dr. H. Norton Mason 
Dr. Howard R. Masters 
Dr. Emmett C. Mathews 
Dr. Carl W. Meador 
Dr. William T. Moore 
Dr. Claude L. Neale 

Dr. C. L. Outland 

Dr. Joseph C. Parker 
Dr. E. W. Perkins 

Dr. John H. Reed 

Dr. Peter Rosanelli 

Dr. J. Asa Shield 

Dr. H. C. Spalding 

Dr. J. B. Stone 

Dr. W. D. Suggs 

Dr. Adney K. Sutphin 
Dr. L. E. Sutton 

Dr. Isabel Taliaferro ~ 
Dr. Robert P. Trice 

Dr. Robert W. Vaughan 
Dr. T. Duval Watts 
Dr. William L. Weaver 
Dr. Samuel Weinstein 
Dr. Charles G. Young 


_ 


House Staff, Medical College 
of Virginia Hospital 


Southwestern 

Dr. Joseph R. Blalock 
Dr. D. C. Boatwright 
Dr. Lee M. Cole 

Dr. R. M. DeHart 

Dr. Clara K. Dickinson 
Dr. A. B. Graybeal 
Dr. Walter A. Porter 
Dr. Carolyn A. Sherrill 
Dr. P. S. Smith 

Dr. S. A. Tuek 

Dr. R. L. Waddell 

Dr. George A. Wright 


Williamsburg-James City 
Dr. E. Beamer Maxwell 
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CORRESPONDENCE 


Dr. Macon—Correction in Dates. 
To THE Epitor: 

In the March issue of the Virginia Medical 
Monthly there appears an obituary of Dr. William 
Douglas Macon of Charlottesville, Virginia, writ- 
ten by the undersigned and adopted in the form of 
a resolution both by the Albemarle County Medi- 
cal Society and the Medical Faculty of the Univer- 
sity of Virginia. The obituary contains a serious 
historical error which we should like to have cor- 
rected in the columns of the Monthly. 

In the published document it was stated that 
Dr. Macon was Professor of Obstetrics for the year 
1923-24 and that previous to that time he had had 
instructorships in anesthesia and internal medi- 
cine. The correct facts are that Dr. Macon was 
appointed Professor of Obstetrics at the Univer- 
sity of Virginia on June 11, 1906 to begin his serv- 
ice in that capacity on September 12, 1906; and 
that he resigned in a letter received by the Board of 
Visitors at its meeting on April 17, 1923. This 
resignation was accepted, but Dr. Macon continued 
to serve as Professor of Obstetrics through the 
academic year 1923-24. His tenure as Professor 
was therefore eighteen years instead of one year. 

The inaccurate data in the obituary were fur- 
nished us by the Alderman Library where they ap- 
peared on Dr. Macon’s curriculum vitae. When by 
chance it was seen that Dr. Macon had signed a 
diploma of the year 1920 with the title ‘‘Professor 
of Obstetrics”, investigation revealed the error in 
the library records. We are grateful to Mr. Jack 
Dalton of the Alderman Library for the research 
necessary to uncover the error. 

We should like to apologize to Dr. Macon’s fam- 
ily for this serious misrepresentation and to see 
that the published record of his life is corrected. 

Hatsteap S. HeEpDGEs, M.D. 
Epwin P. LEHMAN, M.D. 

April 13, 1949 

University of Virginia Hospital 

Charlottesville, Virginia 


























WOMAN’S AUXILIARY 
TO THE 
MEDICAL SOCIETY OF VIRGINIA 


President _______________.Mrs, R. M. Reywno.ps, Norfolk 
President-Elect___.___Mrs,. C. E. Hotpersy, Hilton Village 
Recording Secretary___.Mrs. T. S. CHALKLEy, Richmond 
Corresponding Secretary__Mrs. CHARLES Lupton, Norfolk 


Treasurer______.________.Mrs, ReuBen Simms, Richmond 
Parliamentarian_________._.Mrs. H. W. Rocers, Norfolk 
Historian _.__._._._._Mrs. M. H. Harris, West Point 
Last Call 


For reservations for the twenty-sixth annual con- 
vention of the Woman’s Auxiliary to the American 
Medical Association, which will be held at Haddon 
Hall, Atlantic City, New Jersey, June 6th to 10th. 

Atlantic City extends a hearty welcome to you! 


Petersburg. 

At the meeting of this Auxiliary held on March 
25th, Mrs. James H. Powell and Mrs. Francis N. 
Taylor reported that at the annual linen shower 
held in February $566.40 was raised. They voted 
to contribute $40.00 to the Leigh-Hodges-Wright 
Memorial Fund. 

It was decided to celebrate “Doctor’s Day” with 
a dinner for doctors and wives at the Indian Swamp 
Club. Plans were also discussed for a 
sale to be heid in May. 

Mrs. William Grossmann is president of this 


rummage 


Auxiliary. 


Warwick County. 

The Woman’s Auxiliary to the Warwick County 
Medical Society has again presented a fifty dollar 
award to an outstanding student nurse. The pres- 
entation took place March 11th at the capping ex- 
ercises of the Elizabeth Buxton Hospital School of 
Nursing. Mrs. Waverly R. Payne conferred the 
award on Miss Jean Plentovich of Hornsbyville. 
In addition to Mrs. Payne these auxiliary mem- 
bers attended the capping ceremony and the recep- 
tion which followed: Mrs. Chester D. Bradley, 
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Mrs. Russell VonLehn Buxton, 
and Mrs. Vincent E. Lascara. 

Later in the year a similar award will be given 
to an outstanding student at the Riverside Hospital. 
The Lucile Hunnicutt Jones Award was established 
in 1947 to honor and perpetuate the memory of one 
who was in her lifetime a devoted member of the 


Mrs, Murray Dick 


Auxiliary. The raising of funds for this award is 
the major activity of the Woman’s Auxiliary to the 
Warwick County Medical Society. This money has 
been raised by means of bazaars and other activi- 


ties carried on by the members themselves. The 
chairman of the Award Committee this vear is 
Mrs. Waverly R. Payne. 
Miriam D. BRADLEY 
(Mrs. CHESTER D.) 
President 


Richmond. 

At the meeting of this Auxiliary on February 
18th, Mrs. R. M. Reynolds, State President, gave a 
report on the local and state organizations and their 
relationship to each other. 

On February 22nd, an exhibit tea was given at 
the home of Mrs. James Blades. Members of the 
Auxiliary and their friends contributed interesting 
articles for display, among them a 150 year old 
Bible from England, rare jade, silver, needlepoint, 
hangings, china, trinket boxes, old fans, oriental 
objects of art, wood carvings, and salt glaze figu- 
rines. The tea was an outstanding success and four 
hundred dollars was realized. As a result, it was 
announced that over three hundred and fifty dol- 
lars would be donated to Sheltering Arms Hos- 
pital. 

At the regular meeting on March 18th, Miss 
Testor, Red Cross Nurse, stationed in Richmond, 
gave a talk on ‘“‘Poliomyelitis from a Nurse’s Stand- 
point”. 

A cocktail party and dinner dance is planned for 
April 22nd for the doctors and wives at the Coun- 
try Club of Virginia as the Auxiliary contribution 
to “Doctor’s Day”. 

Jute Ray (Mrs. Epwarp S.) 
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Edward Jenner (1749-1823) 

O* the 27th of May two hundred years ago, there was born at Berkeley, Glou- 

cestershire, one of the great men in medicine, a country doctor who discovered 
a sure and practical way of preventing smallpox. It is difficult for us, many of whom 
have never seen a case of smallpox, to form any idea of the importance of Jenner’s 
discovery. Today we have a branch of medical science, immunology, that deals with 
protection from disease by inoculation, vaccination, etc. Jenner was the pathfinder in 
this new science. Before Jenner’s time smallpox was the No. 1 killer. It was (and 
still is) as contagious as measles and was universally prevalent. An adult whose 
face was not disfigured with pock marks was a rarity. Great epidemics spread over 
the country periodically whenever a new generation of susceptible persons grew up. 
As long as there was smallpox there was no problem of over population. Attempts 
were made to control the disease by artificial inoculation with a mild form of small- 
pox but such efforts were too frequently the starting points of new epidemics. It was 
so universal in England that it deterred wealthy settlers of Colonial America from 
sending their sons to the English Universities. The Rev. Hugh Jones, the minister at 
Jamestown, says “though the Virginians being naturally of good parts, neither re- 
quire nor admire as much Learning as we do in Britain; yet more would be sent over, 
were they not afraid of the Small-Pox, which most commonly proves fatal to them.” 
Matthew Bailey, the richest and most sought after physician in London at the time, 
declared vaccination to be the most important discovery ever made in medicine. Jen- 
ner, directly and indirectly, has saved more lives than anyone who has ever lived. 

Edward Jenner was the third son of a country clergyman. After serving an appren- 
ticeship under Daniel Ludlow, a surgeon, he went to London as a resident pupil of 
John Hunter. He pursued his professional studies at St. George’s Hospital. In 1773 
he returned to practice in Berkeley. He was interested in botany and ornithology, 
played on the flute and the violin, and wrote an occasional poem. He helped to found 
a local medical society and kept up a correspondence with John Hunter. In 1788 he 
was elected a Fellow of the Royal Society. 

There had long been a belief in Gloucestershire that dairy maids who contracted 
cowpox never had the smallpox. Jenner wrote John Hunter that there seemed to be 
some truth in this folklore.-On May 14, 1796, he vaccinated James Phipps, an eight- 
year old boy, with the lymph taken from the vesicles of cowpox on the hand of Sarah 
Nelmes. On July first the boy was inoculated from a case of smallpox, without any 
effect. A report of this case in Jenner’s handwriting still exists. In 1798 Jenner pub- 
lished a report of 23 cases. For several years after this he devoted all his time to vac- 
cinating, improving the method and replying to criticisms. He introduced the fa- 
miliar ivory points, which many of us older doctors well remember, as a means of 
conveying the lymph. As usual with new public measures, vaccination met with 
considerable opposition. Its adoption in London was also threatened by the over- 
enthusiasm of its friends who used a contaminated type of vaccine. Yet with patience 
and truth Jenner prevailed and soon he was acclaimed throughout Europe. He was 
elected a member of the chief scientific societies. At the mere mention of his name, 
Napoleon released some Englishmen who had been interned after the sudden termina- 
tion of the Peace of Amiens. 


In 1800-01, Dr. Benjamin Waterhouse introduced vaccination into America with the 
help of Thomas Jefferson. In 1853 vaccinations were made compulsory in England, . 
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and smallpox practically disappeared as it has in every country that has an efficient 
vaccination program. Since July 5, 1948, the Vaccination Act in England has been 
repealed as the Minister of Health holds that vaccination is no longer necessary—an 
ignominious end of a glorious chapter in preventive medicine. 





Clippings from English Newspapers Concerning the 
National Health Service 


I'THIN the past month we have received a batch of clippings from a lady we 
met on a bus trip to Scotland in 1947. This lady admits that she does not like 
the National Health Service. She says she has a cold but that she did not go to her 
doctor because he was rude to her when before July 5th he had been so considerate. 
There were seven clippings in the batch. The first, a short one, roughly dates the 
material, for it quotes Lord Horder after the meeting of the “Fellowship for Freedom 
in Medicine” in which it was decided not to press for repeal of the Health Act, but 
for its drastic amendment. Lord Horder said that Mr. Bevan, in addition to his 
supplementary budget of £58,000,000, would have to face a biil of £16,000,000 to 
cover the loss of income suffered by the doctors taking part in the National Health 
Service. 

Clipping No. 2 is headed ‘Hospitals are told to save £9,500,000". Mr. Bevan has 
said that the estimates of the requirements of hospitals for 1949-50 exceed what it 
is possible to provide. ~ 

Clipping No. 3 is on a report of an Oxford economist on life in the Cripps age. 
The middle class pays and pays. The standard of living has fallen 7 per cent. Wage 
earners’ living costs have risen 75 per cent since before the war. 

Clipping No. 4 is a long one concerning Alpha-tocopherol. Four questions ap- 
peared in the House of Commons inquiring about the attitude of the Ministry of 
Health to this new medicine and why it cannot be had in Britain. “If one is to judge 
by the replies given to representations made to it (the Ministry of Health) over and 
over again, it is based on the conclusion that ‘Alphatocopherol’ was classed recentls 
(note the official language) ‘among the substances which are regarded as being non- 
essential for the health of the community’. Who decided this?” 

Clipping No. 5 headlines are “Patients die for lack of beds’. London doctors 
have protested to Mr. Bevan that many sick people are being turned away by the hos- 
pitals—to die. The Emergency Bed Service is refusing beds to 500 patients a week. 
The Chairman of the Cambridge United Hospitals Board of Governors, which was 
ordered by the Ministry to reduce its estimates by £425,000 said that the only way 
they can carry out instructions is by reducing staff and closing down wards. Hos- 
pital management committees have been told by the Ministry of Health to stop free 
issues of sweets, tobacco and pocket money. 

Clipping No. 6 is on sweeping away sex taboos. The following recommendations 
are in a report issued by the Ministry of Health. 

Children: Health education begins in the good home or nursery school with the 
inculcation of good habits. The child’s questions about the function of the body in- 
cluding reproduction, should be answered simply and truthfully and the child should 
have acquired some knowledge of anatomy and physiology, including reproduction, 
before the age of puberty is reached. 

Mothers: There has been much controversy about the relative advantages to both 
mother and child, of parturition in the home or in the hospital. It is said that the 
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home is the natural place for the baby’s birth and that its atmosphere has a psychologi- 
cal effect on the mother, tending to promote easier labor and successful breast feeding. 
On the other hand, the mother at home is seldom free from her anxieties and house- 
hold cares. 

Fathers: Training boys and young men must also receive consideration. In the 
modern family, especially where the wife is gainfully employed, the man’s participa- 
tion in household duties is necessary for cooperation and harmonious living. 

Marriage: The main attack upon the recent increase of venereal disease should be 
a raising of the standard of sexual morality and fidelity in marriage. Early marriage 
should be encouraged. 

Clipping No. 7 is a comment on the Tory defeat in South Hammersmith. This 
hard fought battle is notable for two illusions which the Socialists fostered. One was 
that the Tories would welcome large-scale unemployment. The other was that they 
were opposed to the National Health scheme. The reporter says that the Tories would 
not have made doctors the lackeys of the State and they would have continued volun- 
tary and municipal hospitals. Mr. Bevan abolished both, and now the bills are be- 
ginning to come in. On top of this year’s miscalculation of £58,000,000 the tax- 
payers must find an additional £53,000,000 next year. If health, defense, food or 
anything else needs more money, that money of course must be found. What sensible 
people criticize is the wastrel incompetence of these so-called planners who plan for 
a certain result for a certain sum and then find that their estimates are wildly inac- 
curate. The final result is always the same, more millions thrown away and more 
taxes are demanded. They remind us of the crack-pots who have studded the Eng- 
lish countryside with unorthodox and unfinished structures which are known as “So 
and So’s Folly”. The political landscape is littered with monuments like Strachey’s Acre 
(the ground nuts scheme), Bevan’s Bower (waste in health service) and others, but 
such extravagances are not funny, they are too expensive. Even the “dimmest wits” 
in the Socialists ranks are discovering that the cash does not come from some myste- 
rious source called “the rich”. It is their money and your money that is being wasted. 
The Socialists can spread their lie about the Tory wish for unemployment, but they 
themselves, even with Marshall Aid, will be lucky indeed if in face of a rising world 
competition, British industries can be maintained. 





The Washington Gynecological Society’s Essay Contest 


c ie sixty-seventh meeting of the Washington Gynecological Society on March 
26th was notable as a successful attempt at a new type of postgraduate training. 
Some months ago a contest for residents in obstetrics and gynecology in metropolitan 
Washington was announced. The two contestants writing the best papers were to re- 
ceive prizes. In addition, they were to read their essays at a meeting of the Society. 
Seven essays were presented. We were privileged to read these papers and they 
were all good. The two papers selected were: The Relief of Pain in Childbirth by 
Dr. William Gordon Leary, and A Shock Team for Obstetrical Hemorrhage by Dr. 
Jean E. Paquin. Both papers were freely discussed at the meeting and the two essay- 
ists handled themselves well in closing the discussions. Simply as a medical meeting, 
the evening was’ well worthwhile, but in its broader implications, it deserves serious 


consideration. 
Seven young men in the beginning of their professional careers were encouraged to - 
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thoroughly explore a subject and to put their thoughts down on paper in an orderly 
manner. This, in itself, has a distinct educational value. At one time it was neces- 


sary to write a thesis and defend it in order to get a degree in medicine. Somewhat 
later, entrance into a learned society was had on the same terms. Why such require- 
ments were abandoned is not clear. Theses as medical literature have not been im- 
portant. Their circulation was limited. As a rule they were poorly indexed and most 
libraries simply bound them in odd lots and put them on a back shelf. But who can 
estimate how much benefit the writers of these theses received from such intellectual 
exercise? Furthermore they have a distinct value to the medical historian. What bet- 
ter evidence could you want of what was taught in any given period? H. S. Levert’s 
thesis on Metallic Ligatures is good evidence that dogs were used for experimental 
purposes at the University of Pennsylvania as early as 1829. Peter Miller’s thesis in 
1804 and William Potts Deweese’s thesis in 1806 clearly show that the same Univer- 
sity was interested in the relief of the pains of parturition in the beginning of the 
19th Century. 

Weir Mitchell or Oliver Wendell Holmes, one or the other, once said that printer’s 
ink was the most intoxicating of all fluids. Any effort to get a young doctor started in 


writing is worthwhile. More societies should follow the lead of the Washington 


















Gynecological Society in this respect. 





SOCIETIES 


The Northern Virginia Medical Society 
Held its tri-vearly meeting at the Woodstock Ho- 
tel, Woodstock, on April 12, Dr. Harold W. Mil- 
ler, president, presiding. Doctors 
George Parrott of New Market; Conrad Gossels of 
Mt. Jackson; R. W. Stoneburner and F. C. Downey 
of Edinburg; F. W. Gearing, Jr., H. W. Miller 
and L. K. Woodward of Woodstock; G. E. Hartle 
of Moorefield, W. Va.; George Long, M. J. W. White, 
and E. G. Naslund of Luray; C. W. Trott of Stan- 
ley; G. G. Crawford, E. L. Hopewell and F. D. 
Maphis, Jr., of Strasburg; R. K. Butler, Elizabeth 
Sherman, C. E. Foley and D. M. Kipps of Front 
Roval; Thomas Iden, C. H. Iden and Frank Tap- 
pan of Berryville; E. W. Lacy, J. A. Miller, Leslie 
Bell, Carrington Harrison, C. L. Riley, Edmund 
Horgan, J. R. Troxell, Monford Custer, 3radford 
Bennett and John McL. Adams of Winchester; 
Charles Bondurant and L. C. Haynes of Newton 
D. Baker Hospital at Martinsburg, W. Va. 
Interesting case reports were given by Dr. C. L. 
Riley, Dr. Leslie Bell, Dr. L. K. Woodward and 
Dr. F. W. Gearing, Jr. Following these, an in- 
structive color and sound film on “Peptic Ulcer” was 
shown to the group by Mr. J. G. Elletson, regional 
representative for Wyeth Incorporated. 


present were: 


Dr. William R. Sandusky, assistant professor of 
surgery at the University of Virginia, was guest 
speaker, and gave a most helpful talk on “The sur- 
gical Aspects of Gastric and Duodenal Ulcer”. He 
was made honorary member of the society. 

New members received into the society were Drs. 
Frances Ford and Bradford S. Win- 
chester and Dr. John F. Cadden of Front Royal. 

Following a business session and luncheon, the 


Bennett of 


meeting adjourned to meet in Luray, on August 9, 
1949. 
Frep D. MaApHis, JR. 
Secretary-Treasurer 


Annual Spring Clinic. 

The Norfolk County Medical Society held its 
annual Spring Clinic in hospitals of that city on 
April 6, with Dr. George A. Duncan as chairman of 
arrangements. There were many vis ting physicians 
from Tidewater Virginia and North Carolina and 
the following program was presented: 


AT NorFo_K GENERAL HOSPITAL 


MorNING SESSION 
Diagnosis of Genital Malignancy by Vaginal Smears— 
Wn. E. Byrd, M.D. 
The New Analgesics—C. N. Psimas, M.D. 
The Hernia in Childhood—Charles Davis, M.D. 
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Prevention of Deafness—A. A. Burke, M.D. 
Treatment of Complete Rectal Prolapse—Wm. B. Wiley, 
M.D. 
Diverticuli of the Duodenum—A. B. Hodges, M.D., and 
P. B. Parsons, M.D. 
Lithium Intoxication—Joseph Lea, M.D. 
Marie Strumpell Arthritis—Geo. G. Hollins, M.D., Ed- 
ward Levy, M.D., and K. K. Wallace, M.D. 
Medical Guest—Fungus Diseases—D. G. Martin, M.D., 
Columbia and Duke Universities. 
This program was followed by luncheon as the courtesy 
of the Hospital. ' 
De PauL HospiraL 
AFTERNOON SESSION 
Diagnosis by Endoscopic Methods—Neil Callahan, M.D. 
Giant Segmental Ureter—John H. Hill, M.D. 
Streptomycin in Tuberculosis—A. Kruger, M.D. 
Unnecessary Vaginal and Pelvic Surgery — George 
Schenck, M.D. 
Surgical Guest Speaker—Anatomy of the Hand—Joseph 
E. Markee, M.D., Duke University. 
Following the scientific sessions, those attending enjoyed 
a social hour at Norfolk Yacht and Country Club, as a 
courtesy of Leigh Memorial Hospital, and this was fol- 
lowed by dinner and entertainment. 


Williamsburg-James City County Medical 

Society. 

Dr. Guy W. Horsley, Richmond, councilor for 
the district, and Mr. Henry S. Johnson, director of 
Public Relations of the State Society, were guests 
at the March 25th meeting of this society. Elec- 
tion of officers was held at this time and Dr. Joseph 
E. Barrett was elected president; Dr. Eleanor 
Beamer-Maxwell vice-president; and Dr. Granville 
L. Jones secretary-treasurer. All are of Williams- 


burg. 


The Wise County Medical Society 

Added another gala event when Dr. E. J. Benko 
of Norton entertained thirty-three members and 
guests at the Lonesome Pine County Club with a 
steak dinner and all the trimmings, on April 6th. 
Dr. Mason Romaine, Director of the Bureau of 
Cancer Control of the State Health Department, 
Richmond, spoke on Early Diagnosis of Can- 
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cer and showed a film on Cancer, the Problem 
of Early Diagnosis. A film on therapeutic exercise 
was shown—as well as (by mistake) the Siege of 
Antwerp. New members elected at this time are 
Drs. Edward B. Blum, Dunbar and Theodore C. 
Andrew, Norton. Delegate and alternate to the 
State Society meeting in the fall were also named. 

The next meeting of this Society will be held in 
Norton on June 8th. 

T. J. Tupor, Secretary 


Hanover County Medical Society. 

A meeting of the Hanover doctors was called on 
March 16th and reactivation of the Society was dis- 
cussed. Dr. J. A. Wright of Doswell resigned as 
president and Dr. A. E. Murray of Beaverdam was 
elevated from vice-presidency to fill the position. 
Dr. John D. Hamner, Jr., Ashland was re-elected 
secretary-treasurer. It is planned to have a meeting 
late in May or early June and at that time to have 
as guest speakers Dr. Guy W. Horsley, councilor 
for the district, and Mr. Henry S. Johnson, direc- 
tor of Public Relations of the State Society. 


Roanoke Academy of Medicine. 

On April 4th, the scientific program of the Acad- 
emy was arranged and sponsored by the Gill Me- 
morial Hospital, and a paper was presented by Dr. 
John N. Lundy of the Mayo Clinic, Rochester, 
Minn., entitled Why the Anesthesiologist May Aid 
You in the Care of Your Patient. The other paper 
of the evening was on The Story of Penicillin by 
Dr. L. P. Garrod of the University of London, 
England. Following the meeting, members of the 
Academy were guests of the staff of the Gill Me- 
morial Hospital at a buffet supper in the ball room 
of Hotel Roanoke. 


Lynchburg Academy of Medicine. 

Dr. W. T. Pugh presided at the regular meeting 
of the Academy on March 14 at which time Dr. 
E. G. Scott was appointed as a member of the dis- 
trict council. Dr. Patrick H. Drewry, Jr., of Rich- 
mond addressed the Academy on “Early Diagnosis 
of the Psychoses”’. 
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NEWS 


Annual Meeting, Medical Society of Vir- 
ginia. 
Under the leadership of Dr. Waverly R. 
Newport News, the medical profession of the Vir- 


Payne, 


ginia Peninsula is making plans for the annual 
meeting of the Medical Society of Virginia, Octo- 
ber 9-12. 
pecially enthusiastic about the meeting, for this will 


Doctors of the Peninsula area are es- 


be the first meeting of the Society on the Virginia 
Peninsula since 1902 when it met at Newport News. 
Indeed there has been only one other meeting on the 
Peninsula in all the history of the Society. This 
was in 1881 when it met at the Hygeia Hotel at 
Old Point Comfort with Dr. Hunter McGuire of 
Richmond in the chair. So when the Medical So- 
ciety of Virginia comes back to Old Point Com- 
fort this coming October it will be after a lapse of 
67 years. 

The Local Committee on Arrangements, headed 
by Dr. Payne, is preparing a cordial welcome for 
the members of the Society. The Chamberlin Hotel 
which will house the meeting stands on the fur- 
thermost tip of the Peninsula. It commands a mag- 
nificent view of Hampton Roads and Chesapeake 
Bay. A stone’s throw from the hotel is old Fortress 
Monroe, surrounded by a moat like a medieval 
castle. Tours by land and water are being organized 
for the members of the Society and their wives. For 
the sports-minded all the sports will be available. 
Special events for the visiting ladies are being 
planned by the Woman’s Auxiliary. Dr. Payne has 
appointed the following chairmen: Entertainment, 
Dr. Edward L. Alexander, Newport News: 
tration, Dr. Barnes Gillespie, Hilton Village; Meet- 
ing Arrangements, Dr. Robert H.-Wright, Jr., 
Phoebus; Golf and other Recreation, Dr. Alfred A. 
Creecy, Newport News; Scientific Exhibits, Dr. 
J. Will Tankard, Hilton Village; Publicity and 
Press Relations, Dr. Chester D. Bradley, Newport 
News; and the Woman's Auxiliary, Mrs. Chester 
D. Bradley. 

Keep a place on your calendar for Old Point 


Regts- 


Comfort in October. 
CHESTER D. BRADLEY 


Convention Hotels. 


As previously suggested, reservations should be 
made promptly by those planning to attend the 


State meeting in October, as we are informed that 
a number have already been booked. In addition to 
rates at the Chamberlin, those for nearby hotels are: 


HoTex CHAMBERLIN 


Single—$4.00, $5.00, $6.00, $7.00, $8.00 and $10.00. 
Double—$6.00, $7.00, $8.00, $9.00, $10.00 and $12.00. 
American Plan rate—$11.00 per person, double. 
$13.00 person, single. 
Hore. LANGLEY 
Singles—$2.00 to $4.00. 
Doubles—$4.00 to $6.00. 
HoTeL WARWICK 
Singles—$4.00 to $4.50. 
Doubles—$7.00 to $7.50. 


Members of A.M.A. Can Attend Atlantic 

City Meeting. 

The American Medical Association has advised 
that physicians who are members of that Associa- 
tion, as well as Fellows, will be admitted to the 
general, scientific and other meetings at the Atlan- 
tic City convention, June 6-10. However, only 
Fellows may take part in any of the official pro- 
ceedings. 


Conference for County Medical Society Of- 
ficers. 

The Fifth National Conference of County Medi- 
cal Society Officers will be held in Atlantic City, 
June 5th. All physicians are invited but county 
medical society officers are especially urged to at- 
tend. The program is designed to answer some of 
the principle problems confronting county medical 
societies and it will include practical demonstra- 
tions of special activities, together with exhibits and 
examples. The speakers are to be selected from so- 
cieties actually carrying on the activities under dis- 
cussion. 

The time is tentatively set for Sunday, June 5th, 
from 9:00 a.m. to 1:00 p.m. in the Rose Room of 
the Hotel Traymore. A special Sunday evening 
session is planned for that evening in one of the 
Boardwalk hotels, and this will be open to all phy- 
sicians and their wives. - 


Medical College of Virginia News. 

Dr. Morris Fishbein, editor of The Journal of 
the American Medical Association, spoke on the 
association’s program for medical care on April 8, 
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in Richmond, under the sponsorship of the Medi- 
cal College of Virginia’s Gamma Chapter, Sigma 
Zeta, national honorary scholarship society for medi- 
cal students. Dr. Fishbein discussed the AMA’s 
counter proposal to President Truman’s to provide 
medical care to those in need of it. At the close of 
the lecture, the medical journal editor conducted a 
lively discussion period. 

The Medical College of Virginia will confer an 
honorary degree of Doctor of Science upon Dr. 
Wortley F. Rudd, dean emeritus of the college's 
School of Pharmacy, at the commencement of the 
college on June 7. Dr. Rudd served on the faculty 
of the Medical College of Virginia for 43 years, 
27 of which he was Dean of the School of Phar- 
macy, the position from which he retired on June 
1, 1947. 

Seven members of the adjunct faculty have been 
promoted to the major faculty of the Médical Col- 
lege of Virginia School of Medicine, effective July 
1. They are: Dr. Thomas W. Murrell, Jr., from 
associate to assistant professor in dermatology and 
syphilology; Dr. James O. Burke, from associate 
in medicine to assistant professor of medicine; Dr. 
G. Watson James, III, from research fellow in 
medicine to assistant professor of medicine. 

Also Dr. H. St. George Tucker, Jr., from asso- 
ciate in medicine to assistant professor of medi- 
cine; Dr. Leslie Edwards from associate in physi- 
ology to assistant professor of physiology; Dr. 
Benedict Nagler from associate to assistant pro- 
fessor of psychiatry and neurology, and Dr. Wil- 
liam L. Weaver from associate to assistant pro- 
fessor of public health. 


The hospital division of the Medical College of 
Virginia will shortly start manufacturing its own 
oxygen. It is in the process of installing a genera- 
tor capable of producing 500,000 cubic feet of oxy- 
gen per month. This will be the largest unit in- 
stalled at a hospital in the world and the second 
unit to be installed in a hospital. 

Oxygen obtained by the simple expedient of 
turning on a faucet will be piped at first to all op- 
erating rooms, emergency rooms, and nurseries in 
the hospitals of the division as well as to two pri- 
vate rooms on each floor. 

The system is scheduled for full operation by 
July 1. The institution is renting the equipment 
from Air Products Corporation and will pay for it 
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on a sliding scale based on the amount of oxygen 
consumed. Based on the current rate of consump- 
tion of from 150,000 to 200,000 cubic feet per 
month, the hospital will pay to generate its own 
oxygen an estimated $12,000, whereas at the pres- 
ent time it is paying about $21,000 per year. 


New Film on Cancer. 

A film, titled “Cancer: The Problem of Early 
Diagnosis”, which has received the approval of the 
American Medical Association’s Committee on 
Medical Motion Pictures, has been made avail- 
able to the medical profession through more than 
50 state and regional distributing points. 

Through the efforts of its co-sponsors, the Ameri- 
can Cancer Society and the National Cancer In- 
stitute of the United States Public Health Service, 
prints for single showings may be borrowed from 
State Cancer Society offices, State Health Depart- 
ments, and four regional offices of Association 
Films located in New York City; Chicago, IIli- 
nois; Dallas, Texas; and San Francisco, California. 

The film, designed for general practitioners, is 
based on the premise that if cancer were diagnosed 
early and effectively treated the death rate might be 
reduced by almost 50 per cent. 

“Cancer: The Problem of Early Diagnosis’’ is 
the first in a series of six films to deal with the 
subject. The succeeding five, to be released within 
the next two years, will deal with diagnosis of can- 
cer by specific body site. 


Hospital and Medical Service Month. 

The Richmond Area Community Council is spon- 
soring an educational campaign during May, to 
tell the people of the community about the advan- 
tages of prepaid plans for hospital and medical care. 

T. R. Harrell, council president, says: ‘The 
Community Council feels that such an educational 
campaign will be a service to the people of the com- 
munity. When sickness strikes, the cost of medical 
and hospital care often causes financial hardship 
for the average family. This can be avoided through 
prepaid plans for hospital and medical care. 

“At present, however, only about half the peo- 
ple in this community are protected by these plans. 
So, the council is sponsoring this educational cam- 
paign because. it believes that a community pro- 
tected against the unexpected cost of serious ill- 
ness is a better community.” 
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Employers have been asked to assist in the cam- 


aign by informing their employees of the benefits 
of medical and hospital plans offered through their 
companies. 

The Richmond Chamber of Commerce, which is 
cooperating in the drive, has urged larger employ- 
ers to encourage employee participation in payroll 
deduction group plans or to provide. for such a plan 
if it is not available. Other groups cooperating in 
the campaign include the Richmond Industrial Per- 
sonnel Association, Women’s Personnel Club, Rich- 
mond Personnel Executives Association, representa- 
tives of A.F.L. and C.1.O. and the Richmond Acad- 
emy of Medicine. 

Dr. B. W. Rawles, Jr., is chairman of a special 
Community Council committee which is arranging 
for speakers to address various civic clubs and 
other organizations. 


New Fellows in the American College of 

Physicians. 

Announcement was made at the Annual Convo 
cation of the American College of Physicians March 
30th in New York City of the election of seven 
Virginia physicians to Fellowship in the College. 
To be eligible for Fellowship, a physician must have 
been graduated from an approved medical school, 
serve three years as an associate in the College and, 
if engaged in practice, his professional activity must 
be limited to internal medicine. 

Virginia physicians, thus honored, were: Dr. 
Wellford C. Reed, Dr. Sidney G. Page, Jr., and Dr. 
James M. MacMillan, Richmond; Dr. Charles L. 
Savage, Waynesboro: Dr. George S. Grier, III, 
Newport News; Dr. Robert E. Glendy, and Dr. 
Hal Davis, Roanoke. 


Virginia State Board of Medical Examiners 

The regular meeting of the Virginia State Board 
of Medical Examiners will be held at the Rich- 
mond Hotel, Richmond, on June 16th, 1949, and 
the examination on Part I and Part II will be held 
at the same Hotel June 17th and 18th. 

All papers relative to the application for exami- 
nation and for license by reciprocity must be filed 
with the Board not less than ten days before the 
date of meeting. 


Address all correspondence on these subjects to 
Dr. K. D. Graves, 631 First Street, S. W., Roanoke, 
Virginia. 
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International Congress on Rheumatic Dis- 

eases 

Will meet at the Waldorf Astoria in New York 
from May 30 to June 3. This Congress is sponsored 
and supported by several organizations including 
Association, the United 
States Public Health Service, and the Arthritis and 
Rheumatism Foundation, the latter being estab- 
lished only in 1948. 


Inquiries concerning registration, the complete 


the American Rheumatism 


program, and other aspects of the Congress can be 
addressed to Mr. Robert D. Potter, Executive Di- 
rector, 535 Fifth Avenue, New York, New York. 


Virginia Doctors Attend Cincinnati Conven- 
tion. 

The greatest meeting of general practitioners ever 
to be held in this country was attended by forty-one 
Virginia doctors at Cincinnati the early part of 
March. There were more than 3.500 doctors regis- 
tered. Since the outside figure in planning was for 
2,000 doctors, it was necessary to exhaust all pos- 
sible hotel accommodations in Cincinnati for this 
convention, and even then many had to return to 
their homes because of no facilities to accommodate 
them. 

Dr. John O. Boyd, Jr., Roanoke, one of the 
founders of the national association, was elected to 
the board of directors and also was named chair- 
man of the Hospital committee. Other Virginia doc- 
tors named cn committees were: Dr. James L. Ham- 
ner of Mannboro on the Education Committee; Dr. 
J. D. Hagood of Clover on the Legislation and 
Public Relations Committee; and Dr. Edward E. 
Haddock of Richmond on the 1950 Assembly Pro- 
gram Committee. Dr. Walter B. Martin of Norfolk 
is one of the Advisory members of the Medical 
Coordinating Committee. 

Those attending this meeting from Virginia are 
as follows: 

Dr. John O. Boyd, Jr., Roanoke. 
Dr. H. H. Braxton, Chase City. 
Dr. Rufus Brittain, Tazewell. 
Dr. J. Garnett Bruce, Gordonsville. 
Dr. Kenneth N. Byrne, Lexington. 
Dr. John W. Davis, Lynchburg. 
Dr. Frank A. Farmer, Roanoke. 
Dr. Ernest F. Flora, Roanoke. 

Dr. L. M. Galbraith, Norfolk. 

Dr. B. C. Grigsby, Bristol. 

Dr. E. E. Haddock, Richmond. 
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Dr. J. D. Hagood, Clover. 

Dr. James L. Hamner, Mannboro. 
Dr. B. A. Hopkins, Stuart. 

Dr. Louis A. Houff, Clifton Forge. 
Dr. Ira H. Hurt, Roanoke. 

Dr. Mary E. Johnston, Tazewell. 
Dr. Clarence P. Jones, Jr.,. Newport News. 
Dr. Otto Kastenbaum, Norfolk. 

Dr. James C. Le Fon, Richmond. 
Dr. Carl S. Lingamfelter, Richmond. 
Dr. William S. Lloyd, Goochland. 
Dr. John A, B. Lowry, Crewe. 

Dr. C. F. Manges, Blacksburg. 

Dr. Julius E. Mangus, Wytheville. 
Dr. T. B. McCord, Fairfax. 

Dr. James T. O’Neal, Amelia. 

Dr. Wilkins J. Ozlin, South Hill. 

Dr. Louis Perlin, Richmond. 

Dr. N. F. Rodman, Norfolk. 

Dr. Herbert W. Rogers, Norfolk. 
Dr. Joseph Schechner, Norfoik. 

Dr. Russell B. Smiley, Salem. 

Dr. Robert J. Smith, Rich Creek. 

Dr. Charles W. Steel, Suffolk. 

Dr. G. F. Sutherland, Big Stone Gap. 
Dr. C. R. Titus, Bedford. 

Dr. S. A. Tuck, Pembroke. 

Dr. Thos. M. Vorbrinck, Norfolk. 
Dr. Fletcher J. Wright, Petersburg. 
Dr. Geo. C. Williams, Pearisburg. 


= 


4 


Personnel Notes from Department of Health. 

Dr. Joseph E. Malcomson has been appointed 
Health Officer of the Halifax County Health De- 
partment effective March 16, 1949, with headquar- 
ters at South Boston. 

Effective April 18, 1949, Dr. Myron P. Rudolph 
assumed his duties as Health Officer of the Pittsyl- 
vania County Health Department, Chatham. 


South Atlantic Association of Obstetricians 
& Gynecologists. 

At the recent meeting of this association, held in 
Williamsburg, Va., Dr. C. J. Andrews of Norfolk 
succeeded to the presidency, and Dr. Lester A. Wil- 
son of Charleston, S. C., was named president-elect. 
Dr. Emmett D. Colvin of Atlanta, Ga., is secretary- 
treasurer. The next meeting will be held at Hotel 
Roanoke, Roanoke, Va., in February 1950. 


The Neuropsychiatric Society of Virginia 
Held its Spring meeting in the Academy of Medi- 
cine Building, Richmond, on the afternoon of April 
the 6th, under the presidency of Dr. C. L. Neale of 
this city. At this time the following papers were 


presented : 


A Case of Hysterical Amnesia Treated by Hypno- 
sis—Dr. Rafael A. Mora, Williamsburg. 

A Critical Analysis of Fifty Cases of Spinal Frac 
ture Due to Electro-shock—Dr. James B. 
Funkhouser, and Dr. Hiram W. Davis, both 
of Richmond. 

Officers elected for the ensuing year are: Dr. 
James B. Pettis, Staunton, president; Dr. James 
K. Morrow, M.D., Radford. vice-president; and 
Dr. R. Coleman Longan, Richmond, secretary- 
treasurer. 

A social hour and dinner in the Academy’s din- 
ing room followed. 


Course in Gastrointestinal Surgery. 

The National Gastroenterological Association, in 
cooperation with the Postgraduate Division of Tufts 
College Medical Schocl and the First and Second 
Surgical Services of the Boston City Hospital, an- 
nounces a course in gastrointestinal surgery to be 
given at the Boston City Hospital, Boston, Mass., 
on October 27, 28, 29, 1949. 

This will cover various phases of gastrointesti- 
nal surgery. It will be under the personal direction 
of Dr. Owen H. Wangensteen, Professor of Sur- 
gery, University of Minnesota Medical School, as- 
sisted by Lord Alfred Webb-Johnson, President of 
the Royal College of Surgeons, London, England, 
and the members of the surgical staff of the Boston 
City Hospital, as well as other distinguished guests. 
Enrollment in the course is limited to 250. The fee 
will be $35.00 per person. Veterans may take this 
course under the G. I. Bill of Rights. For further 
information and enrollment write to the National 
Gastroenterological Association, Dept. GSJ, 1819 
Broadway, New York 23, N. Y. 


New Film Added to A. M. A. Library. 


The A. M A. has procured several 16 mm. prints 
of the motion picture “Modern Surgery,” black and 
white, sound, 700 feet, one reel, showing time 15 
minutes. It was produced by the March of Time 
and released to commercial theaters under the title 
“The Case of Mrs. Conrad.” The film depicts the 
story of a surgical operation from the moment the 
family physician suggests hospitalization until the 
patient has fully recovered. 

Physicians called upon to address lay audiences, 
such as service organizations, P. T. A. groups, and 
others may find this film a useful adjunct in their 


























1949] 
lectures. It is procurable on loan (service charge 
$2) from the Committee on Medical Motion Pic- 
tures, A. M. A., Chicago. 


Dr. Robert G. Dunn, Jr., 

Class of *42, Medical College of Virginia, and 
recently of Richmond, is now on duty in the x-ray 
department at the U. S. Naval Hospital in Phila- 
delphia. 


Health Education. 


The Bureau of Health Education of the American 
Medical Association is sending to the secretary of 
each component society a questionnaire, on school 
health services in his community and the societies 
are asked to complete and return these to the A.M.A. 
The Association, in co- 
Office of Education, is 


making a survey of school health services with the 


as promptly as possible. 
operation with the U. S. 


hope of bringing about improvement of school health 
programs within the framework of the private prac- 
tice of medicine. 


Dr. John M. Ratliff, 
Norfolk, announces the removal of his office for 
the practice of medicine to 5113 Colley Avenue, 


that city. 


Married. 

Dr. John Fulton McGavock, Crozet, and Mrs. 
Rosalie Stevens Kerr, Salem and Albemarle County, 
March 24th. They will make their home at ‘‘Monie- 


sano” in Albemarle County. 


Ex-Interns of Stuart Circle Hospital. 

At the sixteenth annual meeting of the ex-interns 
of Stuart Circle Hospital, Richmond, held in April, 
Dr. Algie S. Hurt, Richmond, succeeded Dr. Walter 
McMann, John A. 
Stevens is vice-president and Dr. Robert V. Ter- 


Danville, as president; Dr. 


rell was re-elected secretary. 


Dr. Frank W. Reynolds, 

Assistant professor of medicine and , dermatology 
at the Medical College of Virginia, has been ap- 
pointed as director of the Richmond Health De- 
partment’s new program of home medical care for 
the indigent. The Health Department has made 
various changes in its former program of indigent 
medical care in order to provide better care for per- 
sons served and also to cut down the length of time 
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The new 


such patients are kept in the hospital. 
plan provides for a general practice clinic at the 
Medical College of Virginia Out-Patient Depart- 
ment, with full-time physicians employed to con- 
duct the clinic and to make necessary home visits. 
Dr. Reynolds will direct this program. 


American Academy of Neurology. 
Announcement is made of the establishment of 
the American Academy of Neurology whose purpose 
it is to further and encourage the practice of clini- 
and re- 
Active 


cal neurology and to stimulate teaching 
search in neurology and allied sciences. 
membership is open to every physician who has been 
certified in neurology or in both neurology and 
psychiatry. Junior membership is available to phy- 
sicians presently engaged in postgraduate studies 
in neurology or who are awaiting certification in 
neurology. In addition, there is an associate mem- 
bership for those who are not certified in neurology 
but whose interests are in fields related to neurology. 

The first scientific meeting will be held at French 
Lick Springs, Indiana, June 1-3. 

Communications to the Academy should be ad- 
dressed to Dr. Joe R. Brown, 19 Millard Hall, 
Minnesota, Min- 


University of Minneapolis 14, 


nesota. 
The National Society for Crippled Children 
and Adults 
Will hold its annual convention, November 7, 8 
and 9 at the Commodore Hotel, New York. 
nent authorities working in the field of the handi- 


Promi- 


capped will present latest developments at the three- 
day session marking 28 years of service for the So- 
ciety. Delegates from 2,000 state and local af- 
filiates of the National Society will discuss research, 
rehabilitation, training and treatment for the handi- 
capped. 

Further information about this meeting may be 
obtained from Lawrence J. Linck, executive direc- 
tor, 11 South LaSalle Street, Chicago 3, Illino’s. 


New Books. 

Among books recently acquired by the Library of 
the Medical College of Virginia are the following 
which are available to our readers under usual li- 
brary rules: 

Anderson—Hydropthalmia. 
Anderson—Detachment of the retina. 
Bloom—Histopathology of irradiation from external and 


internal 


sources, 
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Campbell—Operative orthopedics. 2 vols. 

Collen—The treatment of pneumococcic pneumonia in the 
adult. 

Donner Foundation—Index to the literature of experi- 
mental cancer research, 1900-1935. 

Dubois—Fever and regulation of body temperature. 

Food and Nutrition Board—Survey of food and nutrition 
research. 

Franklin, Barclay and Prichard—The circulation of the 
foetus. 

Frey-Wyssling—Submicroscopic 
plasm and its derivatives. 

Galdston—Social medicine; its derivations and objectives. 

Harris and Beath—Army foot survey; an investigation 
of foot ailments in Canadian soldiers. 

Hayes—Fundamentals of pulmonary tuberculosis and its 


morphology of proto- 


complications. 
McCord and Witheridge—Odors; physiology and control. 
Macy and Williams—Hidden hunger. 
Meakins—Symptoms in diagnosis. 2d ed. 
Mitscherlich—Doctors of infamy; the stery of the Nazi 
medical crimes. 
Mollison—The Rh blood groups and their clinical effects. 
Wiener—Ophthalmology in the war years. 2 vols. 
Willmer—Retinal structure and colour vision. 
Wolff and Wolff—Pain. 


Physician Wanted. 

Young physician wishing to locate in growing 
community on two railroads, #1 Highway, excel- 
lent farming and lumber industry, should contact 
us at once. This is a two physician practice, local 
physician past 60, will work as partner or inde- 
pendent. Write or wire E. B. Walthall, Mayor, 
Alberta, Virginia. (Adv.) 
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Locum Tenens— 

June 1-21-—by 1942 graduate, licensed in Vir- 
ginia and West Virginia. Can do general prac 
tice, surgery, and office EENT. Address “Locun 
care this journal, 1200 East Clay Street 
(Adv.) 


Tenens”, 
Richmond 19, Va. 


For Rent— 

Desirable office, centrally located in Richmond, 
Reasonable. If interested, dial 5-3267, or address 
“Office”, care this journal, 1200 East Clay Street. 
Richmond 19. (Adv.) 


Doctor Needed 

For rural and small town practice in beautiful 
section of Valley of Virginia. Large office space and 
12-room house available. Practice is monopoly and 
unlimited, as is remuneration which runs net $12,- 
000 yearly. Present physician leaving for fur- 
ther training in specialty. Available immediately. 
Address No. 100, care this journal, 1200 East Clay 
Street, Richmond. (Adv.) 


Doctors Needed. 

Requests are constantly received at the Society’s 
office for physicians, mostly in small town and rural 
districts. Many of these should prove excellent 
openings for doctors desiring to locate. Lists avail- 
able upon request to the Medical Society of Vir- 
ginia at 1200 East Clay Street, Richmond. 





OBITUARIES 


Dr. William Norwood Breckinridge, 
Prominent physician of Fincastle, died March 
21st while attending a meeting of the Botetourt 
County Democratic Executive Committee. He was 
seventy-four years of age and received his medical 
degree from the University of the South, Sewanee, 


Tennessee, in 1904. After an internship, Dr. 


Breckinridge opened his office in Fincastle where he 
took a very active part in civic and medical affairs. 
He served as Mayor of Fincastle for about thirty 
years and county coroner for thirty-five years. He 
was prominent in Democratic party affairs of the 
State, having served for many years as chairman of 


the Botetourt County Democrats. Dr. Breckinridge 
had been a member of the Medical Society of Vir- 
ginia for thirty-six years. His wife and three chil- 


dren survive him. 


Dr. Benjamin Franklin Randolph, 

Nelson County physician, died at his home in 
Arrington, March 30th, having been in ill health 
for some time. He was seventy-three years of age 
and a graduate of the former University College of 
Medicine, Richmond, in 1912. Dr. Randolph had 
been a member of the Medical Society of Virginia 
since 1913. A brother and three sisters survive him. 








